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ABNORMAL PSYCHOLOGY 



PREFACE 


This is a simple elementary book on abnormal psychology 
which will meet the requirements of both the professional students 
ottering this subject for the B.A. examination of Indian univer¬ 
sities, and the lay reader who may wish to know and understand 
some of the abnormal types of human behaviour. Students oi 
nursing and medical colleges, training colleges and institutions 
training young people for social work will find it very usefu 
in so far as this book will reveal to them that in abnormal, diseased 
or anti-social behaviour there is another aspect of personality 
which must be taken into account for treating people. Ihere 
are very few books on this subject published in our country and 
the present book written in direct, simple and easy language and 
yet embracing all the essential facts and principles of this branch 
of psychology will be found very helpful. Quotations have lieen 
carefi ily avoided, except where there is need of adding weight 
to 'ac fr and as far as possible examples from Indian life are cited. 
Questions have been added to each chapter to pinpoint the 
./-nortant facts and so that students may check up on what they 
have read. They are not necessarily of the examination type. 

The lay reader will find much that is new to him, and after 
reading the book he will find that the behaviour of his friends 
and his own shows itself in new dimensions which he had never 
envisaged. And may be that this understanding helps hint to 
have a more charitable view of how others behave and act. Most 
of the queer and strange ways of our friends and relatives Itave 
a history behind them, and may be the reader is able to guess that 
history after a perusal of this book. If a person goes on washing 
his hands and mouth for too long and with a frequency which 
is abnormal he is not being mysteriously queer, he is just trying 
to express his feelings of guilt though he is not aware of them. 
He must have repressed some memory' which is unpleasant but 
which is bursting out. 

The author ventures to hope that both types of readers he 
has in mind will find the book helpful and interesting. Any 
suggestions for the improvement of this I wok will be gratefully- 
acknowledged. 


Jaipur, 

15th March, 1968. 


Hans Raj Bhatia. 
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emotional stresses, frustrations and conflicts, and can be effectively 
treated by psychological methods. The physical symptoms are 
pains in different parts of the body, disturbances of digestion, 
loss of control over sensory and motor areas and the like. T ic 
frequent psychological complaints are anxiety, acute depression, 
inability to take a decision or to concentrate attention, extreme 
form of irritability, suspiciousness, lack of interest in their sur¬ 
roundings, loss of sleep, obsessions and inability to enjoy social 
relations. Such symptoms are extremely varied. These disorders 
are not caused by physical disturbances as is readily believed by 
the patient. Often he seeks drugs to cure his bodily ailments and 
fails to understand that they cannot be medically treated. They 
need psychological treatment. There is no need to send the 
patient to a hospital. At least nine types of psychoneuroses have 
been identified. 

Ramnath feels always tired, his digestion is very poor, he 
is not inclined to do any serious work, he lias no initiative, 
does not like company, often complains of severe headache 
and loss of sleep, and cannot concentrate on his work and 
study. He seeks medical advice and doctors advise him to take 
some tonic, go out for a morning walk, eat fruit, play some 
game or seek cheerful company. He may take sleeping pills. 
His health is going down and he is constantly harassed by fears 
and worries of all sorts. Medical treatment helps a little but 
does not go far. What he needs is the psychiatrist who may 
bring home to him what frustrations, worries and conflicts are 
playing havoc with him and how he should get the better of them. 

3. Psychoses: These are much more serious mental dis¬ 
orders. The patient has no sense of reality, no understanding of 
his environment and his personality is entirely disorganized. 
Psychoses are generally of two types : organic, which are .due 
to brain injury, disease or poison, and functional, which are due 
to extreme psychological stresses and organic disturbances. The 
patient is not able to think or speak coherently or to manage 
himself or his affairs. In fact he looks and acts as a different 
person, and needs regular treatment in a hospital or a separate 
home. Of course, such patients arc nut held accountable for their 
behaviour as they have no sense of responsibility nor are aware 


of the consequences of their behaviour. Laymen call them by 
the common name of insane or mad but as we shall see there 
are several differences. Organic defects in such patients may be 
due to heredity or to injury in the brain because of toxic condi- 
' tion or accident. Symptoms of psychotic patients remain con¬ 
stant and the prospect of recovery is remote. Death-rate among 
such patients is high. They do not at all respond to psychological 
treatment and have to be medically treated. 

4. Character and behaviour disorders ; These disorders are 
the result of faulty development. The individual does not feel 
any anxiety and his disorder represents a lifelong pattern of 
socially undesirable behaviour. Some people mistrust everybody, 
others have an inordinate desire to dominate their fellow-beings, 
some people are always ready io neglect their own welfare and good 
for others, even their family is neglected. Some arc given to 
pleasure-seeking and sensuality without regard to the interests 
of others, some are too rigid in their social relations and always 
keep insisting on certain norms’ and ways, some have an 
extremely intense desire to accumulate and hoard. 1 hesc desires 
have been developed to an exaggerated degree and at the cost 
of other desires and goals. Such traits are anti-social. Deviations 
of sex are also included in this group. I he individual has 
developed strong habits to behave in a certain manner in all 
situations. The miser will always think of saving and cutting 
down costs and expenditure whatever else he may miss or lose. 

The more severe forms of anti-social behaviour are to bo 
found among violators of law', the criminals or delinquents. 
All law offenders are not abnormal ; people who are caught 
once in a while for violating the rules of trafic or travelling 
without tickets are quite normal people but hardened 
thicVes, pickpockets, kidnappers of children and the like give 
evidence of .deep-seated behaviour disorders. Some of them 
may have defective intelligence and, therefore, a weak civic 
sense others may be psychoneurotie or psychotic. But there 
is one group which may be described as naving psychopathic 
personalities. They have enough intelligence, they do not suffer 
from the anxieties and frustrations of psycho-neurosis nor do 
they have delusions and hallucinations of the psychotic. In 


fact some of them are highly intelligent and have very pleasing 
manners, but they have no restraints, no sense of conformity and 
respect for the social laws. They are impulsive, selfish, unstable 
and inclined to satisfy their desires immediately they arise with¬ 
out any regard to social propriety or law. They have no moral 
or social scruples and selfish advantage is all that they seek. Often 
they know and understand their abnormality but they have no 
wish to improve and reform. Usually they are more severely 
punished in view of their intelligence and seeming normality, 
but they also need understanding and sympathy and better 
treatment. 

5. Disorders of intelligence : Some people because of their 
defective intelligence are unable to meet the demands of social 
living and make suitable adjustments to environment. Such 
handicaps are due to brain structure and heredity, and not 
to any emotional or mental difficulties. Intelligence tests reveal 
that all people with an Intelligence Quotient below 
90 are feeble-minded. They cannot manage their own affairs nor 
can they support themselves, and they are a liability to the 
family and society in which they are bom. Feeble-mindedness 
due to heredity should be distinguished from that which goes 
with psychoses. The latter is often the result of brain injury 
or poison entering into the brain. Very bright feeble-minded 
persons are able to read and write and do benefit by schooling 
up to primary classes. They can learn a trade or manual skill 
and may with useful training be able to look after themselves 
and earn a living. Their companions often exploit and cheat 
them. Some of them may commit petty crimes and sex offences. 
They do not understand their social responsibilities and have 
to be supervised. Some of them may drift into regular crime 
and may become tools in the hands of crooks. Mental deficiency 
is often the cause of anti-social behaviour and some hold that 
crime is mainly due to defective intelligence. 

Feeble-minded people who are very- dull and whose Intelli¬ 
gence Quotient falls below 50 arc not able to avoid danger and 
protect themselves. They have less intelligence than animals and 
would die if they were not constantly protected. They may not 
be able to walk, talk or feed themselves. Their place is definitely 


in an asylum meant for them though a good many are kept at 
home. They cannot learn anything. 

6. Alcoholism and drug addiction : Alcoholism and the habit 
of taking drugs like opium, cocaine may be the cause or effect of 
mental disturbance. Many people who are addicted to alcohol 
and drugs have a lower efficiency, both bodily and mentaly, lower 
resistance to fatigue and disease, dull thinking and memory and 
diminished emotional stability. And. of course, many people take 
to alcohol and drugs to compensate for unfulfilled wishes, parti¬ 
cularly of sexual nature, to drown their anxieties and worries 
and to forget themselves. 

Taking alcohol or drugs over a long period of time may 
lead to decay of mental functions and psychotic reactions. The 
patient passes out into delirium or sees hallucinations. In 
America one out of every 200 is expected to develop alcoholic 
psychosis at some time during his life. 

Marking off abnormal behaviour into several distinct types 
does not mean that it is always easy to classify patients or 
people with abnormal behaviour. Each person reacts and 
oehaves in his own unique way and his reactions and behaviour 
may not let us place him in any one type. Frequently there 
is a difference of opinion as to how a patient should be classified 
and there is difficulty in the diagnosis of his trouble. It is 
possible that more than one kind of mental disorder is present 
and the treatment has to be adjusted to all of them. 

Abnormal psychology in theory and practice 

^We may define abnormal psychology as the study of abnormal 
behaviour with a view to understanding the symptoms and causes 
of the several types and indicating the lines along which patients 
of several mental ailments and disturbances are to be treated. 
Our interest may be entirely academic and theoretical. But 
there are people who are interested in using the techniques 
and findings of abnormal psychology in the study, diagnosis 
and treatment of mental patients. They are of two types, clinical 
and consulting psychologists. The work of clinical psychologists 
lies mostly with _young children and adolesccntsj y(hey have 
a fairly adequate grounding in principles add methods of 
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general psychology as also of abnormal psychology and mental 
disturbances and disorders. They give young people intelligence 
tests, educational and vocational tests, and find out if young people 
are pulling their full weight in studies and learning. They also 
help in identifying mentally deficient children and give them 
proper guidance, by studying their disabilities in several school 
subjects, correcting minor speech defects and removing difficulties 
of emotional adjustment. They also advise as to the aptitude of 
young people for different professions and courses. 

|[he function of the consulting psychologist is to render 
professional service of a specialized kindj Some are able to 
advise industry_about problems of personnel, welfare and efficiency, 
others treat minor disturbances of personality and behaviour^/ 


The psychiatrist is a medical specialist who deals with the 
prevention, diagnosis, treatment and care of patients suffering 
from mental disorders. There may be difficult cases of psycho¬ 
pathology with or without organic complications which need 
administration of drugs, surgery or care in a hospital. Later in 
this book some of the important techniques of psychiatry will be 
discussed in detail. 


Some psychiatrists use the method of psychoanalysis in the 
diagnosis and treatment of mental disorders, particularly psycho¬ 
neuroses. All those who rely on the method of psychoanalysis 
hold certain very- definite views on the origin and treatment of 
mental disorders. We shall discuss the theory and practice of 
psychoanalysis in greater detail later. 


1 


Abnormal psychology and related fields 

We will now discuss how useful abnormal psychology is in 
various areas of life and study. 

Medicine : Since bodily disorders may cause mental disturb- 
ances and mental disturbances may lead to physical troubles, 
the rdationship between abnormal psychology and medicine 
must be very close. It has already been pointed out that 

drura'and * ^ deal of “*■« treatment both by 

frZr^ aPPn>aCh in medidw recognises the 

Ln endZt P ^ Ch ° 1 °S lcal fac,ore ■" physical ailments. Recently 
an eminent medical man in the United States remarked that 


60 per cent of his patients seek medical advice for physical ail¬ 
ments which are really psychological. Doctors today are realizing 
that illness and disease is often complicated by emotional 
reactions and they must provide for the treatment of both. As 
we shall see later in this book a number of physical disturbances 
are really psychological troubles in disguise, the bodily symptoms 
are due to emotional stress and mental disturbance. A healthv 
mind in a healthy body and vice versa is no longer a hackneyed 
advice which school masters hand over to boys off and on but 
a sound psychological truth, and. 1 a recognition of mutual 
dependence of mind and body has given birth to a new branch 
of medicine called psychosomatic medicine. Many diseases like 
ulcers of the stomach, asthma, allergies, headaches, heart disturb¬ 
ances are considered to be caused by both mental and bodily 
factors. When modern doctors speak of the great need and 
importance of the patient’s co-operation in effective treatment 
of any physical ailment they admit that the case is partially 
psychosomatic and the psychological attitude of the patient must 
be taken into account if medical treatment is to succeed. 

Education : The aims and objectives of education emphasize 
the fullest possible development of all the talents and abilities 
of the young people and an understanding of the major mental 
disorders will be of great help to education. Teachers have a 
great opportunity of knowing and influencing their pupils and 
if they are equipped with a knowledge and understanding of 
abnormal psychology they would look out for early signs of any 
abnormal behaviour in children and take steps to prevent and 
correct the development of neurotic and delinquent traits in 
them. Most of the anti-social people develop such tendencies 
in the formative years of school life and care and advice given 
in time will avert later disaster. Many schools in the West 
employ wholetime psychologists in schools to render psychological 
service described above to young people. This is called 
psychological counselling. A number of teachers have personality 
problems. Some of them are too touchy and fly into a rage at 
the slightest provocation from their students, some have a very 
timid approach to life and work, some have very funny ways 
of speaking and acting in the classroom. Such types of abnormal 
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behaviour make them unhappy and interfeie with their work 
And there is a danger that such abnormal wavs of acting, speaking 
1 and behaving may be transmitted to students. 

Mental hygiene : The close co-operation of abnormal psycho¬ 
logy and education in thought, if not in practice, has helped to 
strengthen the mental hygiene movement. The educational objec¬ 
tive of physical health is now made stronger by the concept of 
mental health. Young people should not only be strong in l>ody 
but also in mind, which means, that they should be able to meet 
the problems, frustiations, challenges and defeats of life with 
courage and fortitude and develop healthy mental and emotional 
habits. They should be free from minor faults of personality. 
And statesmen too are realizing that the nation should achieve 
not only maximum of physical health but also for meeting the 
challenges of the modern world and for effective participation 
in co-operative enterprises the people should have vigorous, 
hopeful and healthy ideas. Mental health is as vital as physical 
health. Any programme of promoting mental health will have 
' !i to be based on our growing knowledge of abnormal psychology. 

Religion : In several countries in the past the care and 
treatment of mentally diseased people was in the hands of 
priests and they were lodged in temples. In some countries 
they were believed to be inspired by God and were held in 
great esteem. In the middle ages Christianity believed that 
abnormal and insane people were possessed by the devil which 
could be compelled to leave if he were made uncomfortable by 
givmg the patient severe corporal punishment. Accordingly such 
patients were given regular beating. With the growth of 
modern medical science such ideas have been replaced by scientific 
one and treatment of abnormal people, and priests too 
have icalizcd that for giving peace of mind to people they 
must draw upon abnormal psychology and help i„ solvit," 
emotional and adjustment problems. People seek advice fmm 
I saints and seers when they are torn by conflicts and frustrations 

knowledge of abnormal psychology will help in 
ind administering to their needs. A good many 
clinics in the West arc working under the super- 
or are attached to churches. 


oj life, and a 
understanding c 
mental hygiene 
vision of priests 
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Again some fanatical religious reformers who believe that 
they have been expressly chosen by God to convert people to 
their own faith are really suffering from the mental disease 
paranoia. Frequently such faiths are fantastic and sensualistic 
and these reformers call for sacrifices which are quite unusual. 
Greater popularity of the knowledge of abnormal psychology 
will serve to correct the programmes of such fanatical paranoids 
and lodge them in mental hospitals rather than let them exploit 
the simple credulous people. 

Law All those who are engaged in the administration of 
law and justice must know and understand the mind and behaviour 
of the criminal and the psychopath. A psychiatrist may certify 
that a particular person must be sent to a mental hospital 
but because such a course beais on the freedom of the person 
concerned the final judgment must be made by a court of law. 
Patients cannot be detained in mental hospitals without legal 
authority Besides mentally ill people are not accountable for 
their criminal behaviour in a law court and many try to escape 
conviction by a law court by making out a plea that they are 
insane. Those responsible for the administration of law must 
have a working knowledge of abnormal psychology to be able 
to analyse and examine such pleas. Nor aic insane people 
allowed to manage their own affairs and in disputes about family 
property one party when nothing avails pleads that the other 
party is insane and incapable of looking after the property. Thus 
legal authorities must have a working knowledge of the symptoms 
of abnormality and insanity. 

Sociology : The sociologist studies group behaviour as deter¬ 
mined by cultural factors and the effects of social and cultural 
influences on the normal functioning of the group. We have 
already pointed out that certain foims of behaviour arc nonnal 
in one culture and abnormal in another. In the study of com¬ 
munity and group behaviour sociology will draw upon abnormal 
f psychology for an understanding of neurotic behaviour and to 
sec if cultural factors arc contributing to its incidence. In India 
such phenomena as communal riots, students’ strikes and violence, 
suicides and the like need investigation. Their influence on 
personal behaviour is not healthy and they may be due to frustra¬ 
tions and conflicts in the minds of people or their leaders. 


During the last twenty years a number of institutions have 
been set up in this country for the study of social problems 
and for training people for social work. How backward we are 
in almost every type of community living makes such programme 
very urgent and important. f In correcting and reclaiming 
delinquents and deviants back to normal life the social workers 
will find a knowledge of abnormal psychology very handy. In 
dealing with delinquent children who take to crime early in 
life, with beggars and petty offenders, or with young women 
who leave home to indulge in sex offences abnormal psychology 
in revealing to them the motive powers of such abnormal behaviour 
will equip them better for their work. They will approach such 
offenders with understanding and sympathy, and their counselling 
will be more effective. 

Plan of this book 

The various types of abnormal behaviour will be described 
in detail. How they arise, what are their symptoms and forms, 
and how they can be treated and similar topics will be taken 
up later. As abnormal behaviour is an extension, exaggeration 
or diseased condition of normal behaviour a detailed analysis of 
the dynamics of behaviour, the needs and motives which arouse it, 
frustrations, and adjustments made by individuals to overcome 
those frustrations, the nature and formation of personality, con¬ 
flicts of motives and tensions arising from them, complexes and 
the unconscious motives, will have to be dealt with for a clear 
background of abnormal behaviour. While discussing each type 
of abnormal behaviour the type of specialized treatment of the 
same will be mentioned, a general discussion of the main trends, 
types and methods of psychological treatment will also be included! 
t h would be equally interesting for the reader to know how 
abnormal psychology has grown and a brief account of the history 
of abnormal psychology from simple beginnings in the past t<> 
modern scientific drinking of today will also be very helpful and 
follows in the next chapter. 

QUESTIONS 

1. What is the nature and scope of abnormal psychology? 

2. How would you distinguish between normal and 
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abnormal behavioui ? Give three instances of abnormal 
behaviour you have observed among your friends. 

3. What is the basis of distinction between normal and 
abnormal behaviour? 

4. Describe some of the major types o f abnormal behaviour. 
What typos can lie cured? 

5. How is abnormal psychology related to education, 
medicine and sociology? Discuss. 

6. What is mental hygiene? 

7. How is abnormal psychology related to law and religion? 





CHAPTER 2 


Historical Development 


(TLike every other branch of knowledge abnormal psychology 
hasgrown from magic to science through religion'?^/! he earliest 
notions of abnormal behaviour were that it was caused by 
witches and spirits. Though authentic cases of psychotic 
and neurotic behaviour have not been recorded in history, 
their mention in the literature of olden times shows that 
the problem of abnormal behaviour was always therei and the 
plea that it is due entirely to modern industrialized ways of 
life is not quite tenable.^ The literature of several countries is 
full of examples of abnormal behaviour of many kinds. 

Vor one thing in ancient society in all countries the 
conditions were such as to breed mental illnesses. Discipline 
in schools, religious places and workshops was much more 
severe and almost inhuman ; the position of women and slaves 
was very low, they had no freedom and their lives were odes 
to serfdom, frustration, torture, deprivation and poverty. And 
all psychologists are agreed that these are just the type of 
conditions which breed mental illness.* Religion in the middle 
ages was very exacting, monasteries and nunneries practised 
wholesale repression on young people and the severe punishments 
they had to suffer for very slight faults must have had a very 
unhinging effect on their minds. 

Based on the demon theory of abnormal behaviour the 
treatment generally consisted of . flogging the patient, immer¬ 
sing him in icy cold water and other shock devices of very 
crude type. It is from these ideas that our modern “shock 
therapy” seems to have developed' Even modern brain surgery 
seems to have been practised in a very crude form in the olden 
times. 

At least for one practical consideration thatVthe ancient 
beliefs and practices have to some extent inspired Stur modern 
concepts of understanding, diagnosing and treating abnormal 
behaviour, and that the latter are a development of what 
people thought and did in the past, a study of the historical 
2 



( 18 ) 




development of abnormal psychology through the foregoing 
centuries is called for.ylt may not only give us insight but also 
indicate the direction'in which psychology and psychiatry have 
been moving in the past. 


f The primitive approach 

(Primitive thinking was very different from the scientific 
thinking of today. While today we look out for causes and 
laws of their working, the primitive resorted to magical animism 
that all things and living organisms move by virtue of the spirits 
dwelling in them^all movement is caused by the spirit or soul, 
even inanimate objects like stones and tools have souls which move 
them about\fCvhen things were going well it was because of 
the good spirit, normal behaviour was caused by a normal spirit| 
When things were going bad it was due to bad spirit, demons 
or ghostO' In death the spirit, ghost or demon left the body 
permanently, in dreams temporarily and in abnormal behaviour 
the demon or evil spirit took possession of the body. 

A Insanity, therefore, was considered to be caused by demons or 
evil spirits taking possession of the body of an individuah^ 
Things happened by magic and were controlled by magic andf 
therefore, only some sort of magic could cure the insane, the 
evil spirit must somehow be enticed away from the body and 
the good spirit brought back. ' The primitive mind must have 
been exercised by meeting old buried people in dreams and the 
phenomenon was explained by spirits coming back to visit 

them. ^ 


Ancient civilizations 

( In most of the ancient civilizations the belief that the insane 
and abnormal people are possessed by demons persisted and 
the type of treatment they suggested aimed at getting rid of 
the demon> The Cljinesef the Egyptians, the Hebrews, and the 
Greeks all subscribed to the view that disorders of behaviour 
were due to demons which had taken possession of the individual. 

>Tn fact natural events like earthquakes, fires, thunder, lightning, 
storms were al*> explained by demons.X If a person got over¬ 
excited or over-active or showed behaviour contrary to what 
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priests expected of him, it was considered to be the work of 
evil spirits> The treatment for such demoniacal possession was 
exorcism, which consisted of prayers, incantation, drum-beating 
or noise-making and the use of various drugs and concoctionjf 
In extreme cases of abnormal behaviour even flogging, starving 
or other measures were taken to make the body uncomfortable 
so that the evil spirit may be compelled to leave. Such treat¬ 
ment was usually in the hands of priests. In Greek temples often 
humane treatment was given and patients were treated kindly. 

pA Greek physician, Hippocrates, who has been called the 
fatrhrr of modern medicine, denied the influence of demons 
in causing mental disease and insisted that mental ailments 
had natural causes and must be treated like other illnesses.1 
He was the first to stross that brain is the seat of 
intellectual activity and mental illness is due to some disturb- 


tionar 
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ance in the brain ,\ and that injury to brain may cause sensory 
and mental disorders, and that some mental disease is due to 
heredi^yt^'He classified mental disorders into mania, melancholia 
and^pCJirenitis. (For the treatment of melancholia he prescribed 
coLJlte rest, a quiet and peaceful life, ve^jafcje diet, mild 
exerciale and avoiding excesses in all forms^This was a Tevolu- 
tionarm' idea and indeed Hippocrates was far ahead of his times. 
But ill those days knowledge of anatomy and physiology was 
very Ineagre and Hippocrates had to fall back on crude ways 
and ipeas. Yet he paved the way for later scientific treatment 
of mejntal patients. 

Mjdeas of Hippocrates influenced the later Greek thinkers 
and though progress was slow mental 1 patients began to be 
giveJ more humane treatment. I Plato and Aristotle pleaded 
that! mental disorders were '“panly^organic and partly moral 
and"enjoined the family to look after members afflicted with 
JWfltal illness.I They, however, argued that reason was a 1 
disease and it was only lower functions which were » J ‘ 

Ai jjet there was no suggestion that mental illness co- ' 

^chological causes. 

Later Greeks and Romans did not m? 1 
ur knowledge of psychopathology * 
mental patients should b** 
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fully engaged in some work or entertainment Romans insisted 
on nourishing diet, light exercise and massage for the mentally ill 
as well as bleeding and purging. Greek and Roman ideas of 
medicine passed on to the ArabsjpN 

^Middle Ages 

Cjjhe Middle Ages saw the rise and spread of Christianity 
and complete eclipse of the few positive discoveries of Greek 
science. V. Christian dogma ruled all thinking, all behaviour was 
considered to have been caused by the God-given soul. Demonology 
explained all abnormal behaviour, only the demon was replaced 
by the devil. (!\11 treatment of mental disorders consisted in 
measures by which the devil could be coaxed out of the bodU 
In the beginning treatment consisted of prayer, holy wattfr, 
sanctified ointments, the breath of priests, visit to holy places, 
touch of holy relics and the like'^Sut this gentle treatment was 
soon replaced by more severe measures in the belief that the devi 
must be punished and humiliated, insulted and disgracedJjMost 
ribald abuse was hurled at the insane person assuming tT»r the 
devil was receiving it, curses and obscene insults were ,s*ire to 
expel the devil. Such treatment was in the hands eft the 
priests and mentally ill persons were lodged in the chvjrehes. 
But 'the fanatic Christians carried their belief to tragic extremes 
and flogging, starving, chaining, immersion in hot or cold water 
and other methods of torture became the order of the day. 
The Middle Ages saw some of the worst forms of torture in the 
name of religion to punish the devil. Such brutal methods made 
even mild cases of mental disorder worse and what little hope 
mental patients had of recovery was lost. J 


, 1i,„ 


•y 


1 Later theological beliefs took a turn for the worse 
sane were divided into two types, those who were unwilli^y 
„*d by the devil as a punishment by God for thell* 
♦hose who were in conspiracy with the devil to win 
>wers. The latter could cause epidemics, famines, 
crops, floods or injuries to their enemies 
.re severely punished. They were judged 
«re burnt alive. Some of them were 
•pro led to the stakes.l 
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Protesting skeptics and humanitarians 

/ In the latter half of the sixteenth century some eminent 
medical men, thinkers and even priests began to question the 
validity of satanic possession of the mentally ill persons!^ It was 
a great risk as the State backed such fanatical beliefs and all 
those who questioned them were punished with death by burning. 
Even then intellectuals like Johann VVeyer and Reginald Scott 
did expose the fallacies of witchcraft and demonology. 

/"" At the same time people began to see the cruelty and barbarity 
of treatment given to mentally diseased persons but it 
was not before the middle of the eighteenth century that, the 
first mental hospital free from chains and torture was estab¬ 
lished in France by Pinel and the insane began to be treated 
as sick people rather than as sinners. He recognised that the 
first step in the treatment is changing the environment and 
making it more congenial. £This humanitarian approach spread 
to England under the leadership of William Tuke and hospitals 
for mental patients began to be built. The movement spread 
to other civilized countries and (hough it did not mean any 
y f progress in the scientific study and treatment of mentally dis¬ 
turbed people it offered them more humane and gentle treatment. 

somatogenic viey^ 

I Gradually beliefs in satan's possession of the abnormal person 
wart replaced by a more rational and scientific view that mental 
abnormality is a definite disease which mav be traced to brain 
pathology. This view is called somatogenic^ Even today many 

psychiatrists hold that brain injury is the <JnTy cause of all mental 
disordcrs."\ 

The -first systematic presentation of this organic view¬ 
point was made by the German'psychiatrist, William Griesingrr 
m his text-book, The Pathology and Therapy of Psychic 
Dtsorders, published in 1845. He insisted in this book that 
psychiatry should proceed on a physiological and clinical basis 
and that psychopathology should be reduced to brain pathology 
Hts follower was Emil Kraeplin. His system of classification was 

-r-' he n °« d ** , of syi „ pto , m of 

mental illness occurred together with ,t regularity that 
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they should be regarded as belonging to specific types of diseases, 
and he then went on to give a description of such mental diseases. 
This was no small achievement and it put psychiatry on the map 
of well-defined fields of knowledge. His classification and descrip¬ 
tions are considered authoritative even today. Another important 
contributor to the somatogenic or organic viewpoint was Krafft 
Ebing of Germany (1840-1902) who wrote an important text-book 
on the treatment of sexual perversions as a medical problem. 

J^Thus the new viewpoint finally overcame the old approach 
of magic, superstition and supernaturalism, and established 
that mental disorders must be treated scientifically though only 
through brain pathology For general paresis and certain other 
mental disorders definite brain pathology had been discovered 
and suitable method of treatment found. Mental illness had 
been put alongside physical illness, and the mental patients be 
to be given humane and gentle care and treatment in hospit 
A good deal of research into brain pathology was started on t 
basis of rapid advances in anatomy and physiology and the 
role of organic processes in mental disorders began to be more 
clearly defined. But of still greater importance was the achieve¬ 
ment of public education that insane and mentally ill persons 
need understanding and sympathy, systematic care and treatment 
in well-organized institutions. 

This viewpoint raised hopes that soon brain pathologies 
for the several forms of psychoses would be discovered and 
definite treatment and cure would be available. But any student 
of psychology will see that all this was only half the truth and 
that the mental side had been ignored. Such disorders were 
also a psychological problem. But the psychology of the 
eighteenth and nineteenth centuries was too naive and old- 
fashioned lo provide a helping hand in the diagnosis and treatment 
of rnenufl disorders. 



The psychogenic viewpoint 

(Vhe question which puzzled scholars was : why one patient 
of paresis caused by brain pathology became too cheerful and 
the other too depres.^' \ The solution of such a problem called 
for reference to psychological concepts and processes. Again in 




( 23 ) 


several patients there was no organic defect or the brain defect 
was too small, in fact, so small that it could be found even in 
v normal persons. Many workers in the held were discouraged 

, * and fell back on the position that such deviations were due to 

heredity. But this could not provide any basis for treatment. 

([Early in the twentieth century a new current of thought 
challenged the old view that all mental disorders were solely 
caused by brain pathology. There might be psychological factors 
causing mental disorders. According to this view life is 

full of strains, frustrations and conflicts and when they become 

so severe that the individual cannot meet them satisfactorily 
he resorts to the use of responses which lead to unhealthy 
adjustments. A student who fails in the examination in every 
attempt may become extremely discouraged and depressed or 
he might start blaming examiners that they are negligent, partial 
or corrupt. It might become very serious and grow into a mental 
illness. 

In ttfe beginning of this century psychology was still in 

its infancy and had not yet developed into a well-defined 
science. Though psychologists were working hard in this direc¬ 
tion the psychogenic viewpoint was established through the 
study of hypnosis and hysteria. Fortunately these studies were 
made before the World War I and numerous cases of mental 
sickness were treated psychologically When this was accom¬ 
plished psychopathology found its two feet, and the medical 
profession began to admit that there were certain cases of 
real mental disorder which were brought about by severe psycho¬ 
logical experiences and which could be treated by other 
psychological experiences. In such cases there was no brain 

or organic injury involved. For some time a great controversy 
raged between two viewpoints, one insisting that all mental 
illness is brain sickness and that for every type of mental dis¬ 
order some underlying brain injury could be found, and the 
other protesting that some mental disorders have no underlying 
, ; brain or organic disease or defect, that they are caused by 
purely psychological experiences and factors, and that they 
can be treated by purely psychological methods. Later studies 
showed that there is truth in both views, and that it is not 
desirable to separate organic and psychological, bodily and 


mental, factor*. An individual is both body and mind, and in 
understanding, diagnosing and treating mental disorders both 
organic and psychological approaches should be combined to 
know all that there is to know about the individual. 

Before we take up the development of this whole and 
synthetic point of view let us trace developments in the study 
of hypnosis and hysteria which ultimately established the psycho¬ 
genic viewpoint. 


Hypnosis 

- Hypnosis is a trance-like state resembling sleep in which 
a person readily accepts and obeys the suggestions made by 
the hypnotist. It may be described as an artificial sleep, 
induced by the hypnotizer. It is a state of very deep sug¬ 
gestibility in which the hypnotized individual goes into a sleeping 
state, loses immediate consciousness or his own consciousness 
is overpowered by the consciousness of the hypnotizer and he 
performs the most varying tasks according as the hypnotist sug¬ 
gests to him. When he regains consciousness he remembers 
nothing of what he did in the hypnotic state. During hypnotic 
state he may not feel pain if the hypnotist so suggests and may 
recall experiences which he cannot recall in his normal state. 

Hypnosis was known in olden times too but it was consi¬ 
dered supernatural and attributed to some liidden magical power. 
Often the hypnotizer was accused of witchcraft. He also did not 
understand the source of his power. 

Our scientific interest in hypnosis began with Mesnier who 
opened a clinic and started treating patients by what he called 
“animal magnetism" and by what later came to be known as 
“mesmerism". An impalpable gas or fluid was believed to effect 
-this The room was darkened, suitable music was provided and 
the patients were touched with a rod which was supposed to have 
that power. Mesmer himself appeared in a lilac robe and was able 
to cure cases of anaesthesia and paralysis. But professional medical 
men condemned him as a charlatan and he was made to leave 
Paris Perhaps Mesmer himself was not clear about the source 
of this magnetism and could not explain the cures. It was 
left to an Englishman James Braid to show that there is no 



such thing as animal magnetism and the removal of paralysis 
and anaesthesia was due to the suggestive effect of ideas 
aroused in the patient’s mind by the doctor’s words and ges¬ 
tures. No physical apparatus or paraphernalia is needed. Even 
a pencil or hypnotist’s finger is enough to induce the trance. 
It is all a case of extreme suggestibility. Hypnosis was 
widely used as a help to psychotherapy throughout the early 
part of the nineteenth century. It was also used as an anaesthetic 
in childbirth. Two developments diminished its popularity. The 
discovery of ether and chloroform as anaesthetics and the growth 
of biochemical or physiological viewpoint by rapid advances in 
science made- people feel that hypnosis was mysterious and magical 
to be used by quacks and charlatans. 

At Nancy in France Lieubault continued to practise hypnotism 
in medical treatment. Another doctor at Nancy Bernheim 
along with Lieubault developed the idea that hypnotism and 
hysteria were related and that they both were due to sugges¬ 
tion. Charcot a well-known neurologist opposed them but in 
this controversy the psychogenic viewpoint teceived great 
attention and was firmly established. It began to be generally 
recognized that mental illness is psychologically caused and 
research was directed at uncovering the psychological factors 
in morbid anxiety, phobias and other mental disorders. 

Hysteria 

' Hysteria has a long history and its characteristic symptoms 
are paralysis of arm, inability to hear, feeling no pain in 
certain areas of the body even when a pin is stuck and the 
like even when there is no organic defect. Now it was found 
that such symptoms could be induced in a normal person 
by means of hypnosis. The second fact which was stressed 
is that such symptoms could be removed in hysterical sub¬ 
jects by means of hypnosis so that the patient could use his 
arm, hear or feel pain in the previously insensitive areas. 
Thus it seemed that hysteria turned out to be a kind of self¬ 
hypnosis. Charcot was a very influential doctor of his Umes 
and he did not accept this view for a long time. It was the 
Nancy school of doctors led by Lieubault and Bernheim who 
came out victorious in the controversy and the final view 
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prevailed that hysteria was the result of self-hypnosis on the 
part of the patient. Charcot too was converted to this view 
and later co-operated in research in this direction. Pierre Janet 
did much to popularize the psychogenic viewpoint. 


Sigmund Freud - 

^ —The moot question in this controversy was : how could 

some parts of the self or personality get so dissociated or 
separated that one part could hypnotize the other? This question 
baffled many French physicians dealing with mental disorders, 
and the answer was provided by the brilliant Viennese doctor 
Sigmund Freud (1856-1939). He had specialized in medicine 
and neurology and had become interested in hysteria and went 
to Paris to study under Charcot. While studying it occurred 
to him that the inner conflict underlying hysteria was sexual 
in nature. Freud used the term sex in a very broad sense 
to mean the general motive power behind all intimate relations. 
His theory was that sex drives being frustrated by society are 
forced into the unconscious part of the self and from there 
they enter conscious life and cause mental disorders. Abnormal 
behaviour is just such unconscious drives appearing in a dis¬ 
guised form. Thus Freud could explain how one part of the 
self could induce the other to develop through hypnosis symptoms 
of hysteria and through hypnosis the hidden suppressed drives 
could be uncovered and hysteria again cured. — 


In collaboration with Joseph Breur he developed a technique 
by which he let patients, mostly women suffering from hysteria, 
freely talk themselves out while in a hypnotic state. In this 
free talk they would reveal what had oppressed them, showed 
strong emotion and felt quite relieved when they woke up from 
the hypnotic state. Because in this method patients discharged 
their strong emotions and frustrated drives, it was known as the 
“cathartic method” or “ abreactions ” 

f?This helped\^reud to develop his theory of the “unconscious” 
and the important role played by unconscious drives and wishes. 
These drives and wishes were revealed through free talk under 

hypnosisA 

Soon' Freud dispensed with hypnosis and let the patient 
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talk at random and freely, saying whatever came into his mind 
at the moment. This method was called free association 
and the patient revealed the innermost thoughts and wishes 
which had been forced into the unconscious and forgotten. What 
the patient said was analysed and interpreted and the conclusions 
were used to help the patient to gain insight into his behaviour. 
It was believed that the patient was cured when he realized the 
underlying causes of his abnormal behaviour and made healthy 
adjustments. This method is called psychoanalysis. We shall be 
dealing with it in detail later. 

Freud’s contribution to psychopathology is the most out¬ 
standing and created a revolution in the study of man. His 
main ideas may be summed up below : 

1. He uncovered the dynamic role of unconscious pro¬ 
cesses in determining behaviour, emphasized the import¬ 
ance of early childhood experiences in adjustments and 
maladjustments of personality and pointed out the 
importance of sexual factors in mental illness. 

2. He discovered the method of free association and 
psychoanalysis in knowing the conscious and uncon¬ 
scious factors in mental life and behaviour. 



3. The principles of normal and abnormal behaviour are 
the same and the abnormal behaviour is only an 
exaggeration of the normal behaviour. Thus the 
mystery of abnormal behaviour was removed. 

4. Through psychoanalysis he provided psychological 
treatment of mental illness. The aim of psycho¬ 
therapy is to reconstruct human personality. 

5. He laid stress on an integrated approach to the under¬ 
standing of personality. We should know biological, 
social and psychological factors in the development 
and working of personality to get fully acquainted 
with the inner conflicts and frustrations arising out of 
psychological and biological motives on the one hand 
and social demands on the other. Man was con¬ 
sidered as an integrated system of all these factors. 
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Freud’s important works are listed in the bibliography at 
the end of the book. 


V Adler and Jung 

Two of Freud’s followers, Alfred Adler and Carl Jung dis- 
with him and left him in 1911. 

Adler developed the school of Individual Psychology which 
that man’s basic motive is not sex but a desire to 
belong and have status in his group, to gain superiority and 
power. Early life is full of defeats “and failures and these 
give us a feeling of inferiority and inadequacy. So in later 
life we are forever trying to make up, to compensate and 
develop a will to power. When it is opposed we develop an 
inferiority complex and continue to seek power and superiority. 
If this compensation is sought in improper unsocial activities 
the individual develops abnormal behaviour, j Psychoneurotic 
behaviour is not caused by the suppression of *sex impulses but 
by the frustration of desires for self-assertion and self-esteem. 
According to Adler it is necessary to know the style of life of 
every individual before he can be treated for his mental dis¬ 
orders What was his position in the family, what handicaps and 
deprivations he suffered in his early days and the like are revealed 
to him so that he may understand the nature and source of his 
inferiorities and make readjustments accordingly. 

j Jung formulated “analytical psychology” and argued that 
man is not motivated by sex or mastery. Life energy has 
no clear-cut forms. It may at one time seek sensual pleasure 
and at another time strive for superiority, artistic creation, 
play and other activities. There are personality types, the 
extrovert whose interests lie outside the self and who is a good 
mixer socially and the introvert whose life is inward, thought¬ 
ful and self-centred and who seeks power and prestige^ He 
emphasized the racial unconscious, in which in addition' to per¬ 
sonal memories there arc “racial” memories established through 
thousands of years and inherited in the brain structure through 
thousands of years of existence. It is because of such “collective 
memories” that folklore and mores of diverse cultures in the 
world are found to be similar. In psychiatry Jung made use of 
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free-association and dream-analysis. He tried to bring conscious- 
unconscious life together and to study both the past and present of 

the individual. 

Otto Rank 

(Otto Rank, an Austrian, observed that severe attacks of 
anxiety tend to be accompanied by physiological features very 
similar to those accompanying the process of birth and put 
forward the theory that all neurosis originates in the trauma of 
birth.S The birth trauma, the essence of which is separation 
from the mother, produces a large amount of anxiety in the 
individual and this is aroused and intensified by later experiences 
of separation like weaning or separation from dear and near ones. 
The basic and universal source of anxiety takes two forms in the 
life of an individual, the life fear and the death fear. 1 he life 
fear is the anxiety which one feels when his creative abilities 
make him assert himself and separate him from close relationships. 
The death fear is the fear of losing one’s individuality, of being 
swallowed by the mass of society. This pushes him into a life¬ 
long dilemma of following the standards of society and creating his 
own standards. The basic pioblem of psychotherapy is to resolve 
the patient’s separation anxiety. [J 

The British Schools 

During the First World War rapid progress was made in 
the treatment of cases of neuroses by purely psychological 
means and Freudian concepts. With the publication in English 
of Freud’s General Introduction to Psychoanalysis in .1920 and 
the appearance of Bernard Hart’s little book Psychology of 
Insanity interest in psychoanalysis increased in both England and 
America. The war pushed a number of eminent psychologists off 
Europe to Britain, namely, Wilhelm Stekel, Freud himself, his 
daughter Anna Freud, and Melanie Klein. Two psychologists 
H. R. Rivers and I. Suttie modified Freudian psychology to 
considerable extent. They wanted psychological treatment of 
mental disorders to be active rather than passive, brief rather 
than prolonged and respectful toward the indi-- an^ s moral and 
religious beliefs. Freud considered society *•*- a- essive but 
Rivers held that it only inhibited the individu_r and induced 
him to use his higher powers. 
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Suttie emphasized the role of love against Freuds stress 
on sex. The mother-child relationship is seen not in the Freudian 
light of sensual gratification of the child which may at a later 
stage give rise to love for mother, but as presenting the child s 
need for company. Suttie held that cultural factors influence 
the child at all stages. 

Anna Freud applied psychoanalytic techniques on children. 
She accepts the orthodox Freudian approach that the important 
drives are the sexual ones but holds that although the uncon¬ 
scious and the instinctual factors are of great importance, 
environmental factors cannot be ignored. For one thing the 
parents’ attitude toward the child is very vital and to a 
considerable extent the pattern of child’s problems changes with 
the changing environment. With the methods of Anna Freud 
children three years and above may be analysed and the method 
will depend on their age. The co-operation of parents is sought, 
both in making the child visit the analyst regularly and in giving 
information and reporting on progress. 

Melanie Klein also accepts the orthodox views of Freud but 
holds that environment is much less important and that the 
important drives are aggressive. She treated children as young 
as two years old and her method of treatment is centred round 
the phantasy life of the child as revealed in play. 1 he coopera¬ 
tion of parents is not sought because their reports are not likely 
to be correct and Melanie Klein attaches no importance to the 
reality situation. 

The psychosomatic approach 

( Psychological factors like loss of fortune, the death of a 
loved one or disappointment in love was quite naturally accepted 
by physicians as causing illness but the nineteenth century patho¬ 
logist held that without organic defect no disease could exist. It was 
the work of Freud, Janet and Kraeplin, which showed that dis¬ 
orders could be psychologically produced and that even organic 
diseases coulcL ars 'e psychological causes. \ Still popular thought 
looked upon this psychosomatic approach^ with distrust. 

Georg Groddeck (1866-1934) held that it was “It” the psyche 
which decides when an individual should be bom and when he 
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should fall ill. Such a view may look absurd but it is qui e 
pertinent to ask “Why did you allow yourself to he injured. 
Unconscious motives do work and lead to disease and injury.j 
//Franz Alexander of Chicago combined physiological and 
psychological viewpoints. He compares the life of an individual 
with the life of a nation, both are ruled by conditions of war and 
peace. War calls for emergency reactions and peace for rest and 
relaxation. Similarly the organism has faster heart beats, dilation 
of pupils, pallor, inhibition of gastric activity and the like 
when the individual is going to meet a war situation that is, 
an emergency ; when resting heart beats are slow, digestion is 
normal, the pupils are contracted and the like. Too many emer¬ 
gencies lead to hypertension and too much rest to dyspepsia. 
Thiafis the organic basis of psychosomatic disorders. 

nDr. J. L. Halliday is concerned with the problem of psycho¬ 
logical and psychosomatic disease as a community phenomenon, 
and Wilhelm Reich studied the influence of social and political 
factors on character formation and tried to show that all neu¬ 
roses have their roots in character, that is,* in the adjustments 
which the individual has made to his instincts and the external 
world.\ 

Psychosomatic approach had difficulties because in the 
traditional medicine the dualism of body and mind was very 
firmly rooted and it was only when the individual begai> to 
lie considered as both body and mind that the new approach 
gained acceptance. 

Before we end this short summary of developments in abnormal 
psychology we must consider a few names whose contribution 
to modern abnormal psychology has been significant. They are 
Karen Horney, Erich Fromm and H. S. Sullivan. 

Karen Horney, Erich Fromm and H. S. Sullivan 

A German psychologist, (Karen Homey migrated to America 
and broke away from the Treudian school. She stressed the 
part played by social factors in neuroses and challenged the 
biological assumptions of Freud. \ Her works are extremely rele¬ 
vant in the industrialized society of America. She blames 
neuroses upon the contradictions of contemporary life in America ; 
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conflicts are ready-made by the American way of life. There 

exists a contradiction between competition and success on the 

one hand, and brotherly love on the other, between the 
stimulation of needs by advertising and the inability of the 
individual to satisfy them ; between the assertion that the 
individual is free, and his increasing limitation by the environ¬ 
ment. All these factors result psychologically in the individual’s 
feeling that he is isolated and helpless. 

(_Fromm too stressed the importance of social and cultural 
factors in causing neurosis. Human behaviour cannot be explained 
purely in terms of the satisfaction or frustration of biological 
drives because the social process generates new needs which may 
even be more powerful than the original biological ones, but 

modern industrialized society lacks any universal frame of 

orientation and devotion and the individual is unable to impose 
a rational order upon this universe and society. \ Man tries to 
relate himself to society and solve this problem through four types 
of psychic mechanisms ; moral masochism, sadism, destructiveness 
and automation conformity. These are ways of escaping from 
the intolerable feelings of helplessness and aloneness. 

Sullivan too holds that the individual is able to develop his 
true self only through cultural factors and all attempts to 
break away from culture produce anxiety. His account of anxiety 
makes use of psychosomatic concepts. The satisfaction of bodily 
needs reduces tension. The pursuits relating to security are 
cultural in nature and social frustrations of interpersonal relation¬ 
ships are of particular importance in personality genesis. 


Conclusion 

Today abnormal psychology and psychiatry has made rapid 
advances and the study and treatment of mental disorders is 
being undertaken by all civilized countries. It is difficult to 
review the recent advances in psychiatry in this elementary book 
for undergraduate students but even then the chapters that follow 
will give a fairly detailed account of some of the important develop¬ 
ments. The aim of the present chapter was only to outline 
the way abnormal psychology grew and developed through the 
ages and particularly in the last two centuries or so. 
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QUESTIONS 

1. All science began with magic and reached systematic 
knowledge through religion. Discuss this statement 
with reference to abnormal psychology. 

2. Compare the ancient conception of mental abnormality 
with the modern and discuss some of the important 
trends in the treatment of mental patients. 

3. Discuss the psychogenic and somatogenic viewpoints 
in the growth of abnormal psychology. 

4. What do you understand by psychogenic and psycho¬ 
somatic approaches in psychopathology? Illustrate 
your answer by examples. 

5. Discuss the main points in the Freudian approach 
and show how various psychopathologists differed from 
him. 

6. Write short notes on the contribution of the following 
to abnormal psychology : 

Adler, Anna Freud. Melanie Klein, Erich 1 romm, 
"Karen Homey" 

7. Explain how hypnosis and hysteria are related and 
how the one led to the other. 

8. Outline the growth of psychogenic approach in the 
study and treatment of abnormal behaviour. How 
did the study of hypnosis and hysteria help it? 


CHAPTER 3 


Dynamics of Behaviour 

All behaviour arises in needs. I he individual acts when 
he lacks something or when his organic system is deficient 
in something. When a need is felt there is tension and dis¬ 
satisfaction and the individual is compelled to act. The impetus 
which needs give to the individual to act is called a drive. A 
hungry individual is driven to seek food, a lonely person is 
driven to seek company. Every drive has a gcal or an end 
which imparts a new energy to behaviour. The term motive 
includes a state of drive and the direction of behaviour toward 
some goal. In common usage it is difficult to distinguish 
. between needs, drives, urges or motives and many psychologists 
use the terms interchangeably. Others accept a distinction. 
In this chapter we shall deal with the sources of human behaviour, 
the common patterns of behaviour and how people behave to 
adjust themselves to inner and outer needs. This will involve 
a detailed study of the several types of needs and motives and 
how they are modified and influenced by experience and forces 
of social environment. 

Drives and motives 

Drives arc always related to some suitable purpose which 
they serve. They change and vary but they persist, they tend 
to satisfy a need under varied conditions. But needs and drives 
arc not the same. The hunger drive is related to the need for 
food, but need means that something is necessary for a parti¬ 
cular purpose. Food is necessary for a human being because 

without it he cannot hope to survive. But we arc all familiar 

with patients or hunger-strikers who need food but do not 

desire to seek it. In their case the need does not lead to drive. 
Thus it is necessary to distinguish between need and drive. 

Every drive is accompanied by a specific feeling. This feel¬ 
ing tone is unpleasant when the need and drive is strong but 
becomes pleasant when it is satisfied. When the organism is 
in a state of drive the individual attends to some objects and 
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ignores othcis. A thirsty man attends only to drinks ami not to 
foods. And a drive will lead to behaviour which in the past has 

Satisfied our need. 

A motive is what moves a person to activity. It is concerned 
with the “why'’ of behaviour and not with the “how of it. 
Motives seek to explain behaviour and not describe it. It is 
not always possible to know motives because they arc not observ¬ 
able and can only be inferred from behaviour. Many motives 
may be present at the same time and some people hide their 
motives deliberately. A motive is a complex phenomenon involv¬ 
ing need, tension, drive, goal and result. Like drives motives 
are many and varied. 1 hey lead to activity in relation to 
environment. Those modes of activity which give satisfaction 
in reducing tension and meeting needs tend to Ire related and 
those which fail to do so are dropped. All behaviour is directed 
toward- a goal and when the goal is achieved, the need, drive 
or motive is satisfied. 

Physiological drives 

To survive the individual has to maintain physiological 
balance, to satisfy the organic needs of the body, to protect 
it from injury from outside and to indulge in activities favour¬ 
able to reproduction. To live the individual needs food, water, 
air, rest or sleep, elimination of waste products, and even tem¬ 
perature. When all these conditions arc adequately satisfied 
the organism is in a state of balance or equilibrium which is 
called homeostasis. Often the child asks for definite foods or 
even eats soft earth or lime scratched from the wall ; it is 
Ixicausc his oiganic system needs these substances to keep up 
the equilibrium. In cold water the blood rushes toward the 
skin to keep it warm and in hot water it rushes inside to keep 
it cool. All these are homeostatic processes, activities 
to maintain the lialancc of the body. When the balance is 
upset there is tension and restlessness, the individual is irritated 
and disturbed, and he is compelled to act to restore the balance. 

We know what it is to feel hunger. In acute hunger there is 
vigorous contraction of the muscles of the stomach. The pereon 
eels extremely restless and disturbed and strives hard to secure 
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food. When food has been eaten the internal biochemical 
equilibrium or homeostasis is restored and the person is satisfied 
and content. 

We feel thirsty when the water content of the body falls. 
Our lips go dry and our throat is parched ; there is no saliva in 
the mouth. After drinking all these symptoms arc removed, the 
internal balance is restored and the person is content. 

In intensely cold weather we shiver and rush to a warm place 
or put on heavy clothes to make ourselves warm. In very hot 
weather there is much perspiration, the person feels lazy and 
exhausted and there is loss of appetite. 

Sleep provides for physical and mental relaxation and without 
it we arc disturbed both physically and mentally. Complete denial 
of sleep for some days may kill a person We need sleep even 
when we are not tired and a long period of habitual sleeping 
hours makes us sleepy when the time to go to bed arrives. When 
people are deprived of sleep for two or three days they become 
irritable and emotionally unstable, they may have headaches and 
feel mentally confused and they may suffer from hallucinations 
and eye troubles. On an average a person can remain wakeful for 
60 hours at the utmost and then symptoms noted above stait 
appearing. 

Our need for air is equally urgent. We are not generally 
aware of it because we get it without much effort but if and when 
we are deprived of it even for a short time there is a risk of 
suffocation. Air is plentiful and few of us get into situations 
in which there is risk of suffocating, but there is no doubt that 
it is a vital need. 

Sex and parental drives arc no less vital and urgent and how 
much crime and anti-social behaviour is associated with sex shows 
how urgent and vital is this need. The sex urge plays a more 
pervasive role in life and thought, in fact its role in determining 
the pattern of behaviour and personality is so crucial that 
abnormal psychologists trace a number of mental disorders to its 
suppression and perversion. We shall deal with it in detail in a 
separate chapter later. The need for children is not less important 
and barren mothers and childless homes are a social problem only 

small communities can realize. 


The need for activity, for searching and exploring our imme¬ 
diate environment, for understanding and controlling forces of 
nature, has driven man to build up this civilization with its 
sciences and technology Children ask questions to satisfy their 
curiosity, break toys to find out what is inside and run awav 
from home to satisfy their wander lust. Crown-up men go to 
the poles and the Himalayas in search of new knowledge. 

Man also wishes to control his outer environment and his 
inner organic condition. He may ignore hunger, restrain his sex 
urge or deny himself opportunities for activity. He exercises 
voluntary control over his needs and drives. 

Psychological motives 

Physiological needs are generally fulfilled and provided for in 
any civilized community, and they are very rarely the cause of 
emotional and mental disturbance except for sex. Of much 
greater importance to man’s health, happy adjustment, efficiency 
and happiness are the psychological drives. These motives or 
wishes as modem abnormal .psychologists prefer to call them 
have been an important subject of study and inquiry in all 
times hut recently psychologists have taken pains to list and 
classify them, stressing the more important ones for closer study, 
and bringing out their range and role in life and thought. There 
is nothing like agreement as to die important motives but we 
may select those basic motives for detailed study on which there 
is general agreement and which are very vital. 

Security ; The desire to feel secure and safe is universal. 
Pain, want, discomfort and loneliness make us feel unhappy and 
so does the fear or even thought of these things. To feel safe is 
even more important than to be safe. 

There is more than one kind of security. Physical security 
means that we are confident about the fulfilment of our bodily 
needs getting food and shelter, protection from pain, injury 
and disease, and shelter in too cold and too hot weather. Econo¬ 
mic security means that we have enough money and material to 

J " S 3n< * aV °'^ want or loss. Psychological security 

are T adjuSlments with things and people around us 

healthy, happy and harmonious and we are free from 
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anxiety and worry. It is obvious that these types of security are 
related to each other. Modern emphasis on material goods makes 
people earn more and more to feel safe and secure. 

The desire for security is universal. Young children cling to 
their mother’s breast when in pain or danger and feel anxious in 
her absence. Orphans continue to feel insecure all their lives. 
Grown-up children seek the company of friends and are eager to 
l>e accepted by other groups. Primitive people cling to trilws 
and civilized people join clubs, trade unions and associations, 
they pay taxes and large amounts to insure against death, loss 
of property through fire and theft, they work hard to train and 
qualify for a job, to feel safe and secure. Many people resent 
change and reform in society because they feel safe in old 
ways, customs and traditions. Any kind of loss, of health, status, 
prestige, affection or property makes us feel insecure. People 
follow a strong dominant leader as he promises security. 

Affection : We all wish to love and be loved, to belong to 
others and be tied to them by relations of affection. Giving and 
receiving affection in the family, parents and children feel that 
they are liked and wanted for themselves. All people seek com¬ 
panionship with others, they need a partner, a friend, a lover, a 
husband or wife because they need to be liked, loved, wanted, 
desired and missed ; to feel accepted, welcomed and approved, to 
be needed by > and be of importance to, others. 

Mastery : The desire for mastery is the desire for recognition, 
achievement, mastery, popularity or superiority. Everyone is 
keen that others should notice and praise him, should accept him 
as an equal or even a superior person. He wants to overcome all 
thwarting obstacles and to Ik* counted among the prominent and 
the dominant. There are many honours in society to which all 
people aspire and the mention of our name in Who's Who pleases 
us. People have day-dreams of their greatness and no individual 
is free from such a motive. 

Self-esteem In all communities people are keen to defend 
their pride, to keep up their self-resepct, to save their face and to 
maintain their status, and their behaviour is motivated by their 
great eargerness to live up to their own standards of honour and 
dignity. We may call it his ego or his sentiment of self-regard 
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but everybody is very anxious that others should think and speak 
well of him. Many make heavy sacrifices to save their honour 
and undergo serious hardships to keep up their prestige. 

Self-expression : Every man and woman feels an urge to do 
particular things and is satisfied only when he or she is able 
to get suitable opportunities for it. The child feels like pulling 
the tail of his sister and cannot suppress that desire. Many 
grown-up people even in very lucrative positions want to change 
their jobs because they feel that they are not getting suitable 
opportunities to do what they can do best or express their talents 
adequately. It is often difficult to find out and judge these 
motives but there is no doubt that they are there and are the 
highest needs of man. 

New experience : The desire for new experience and adven¬ 
ture is very common. All human beings get bored with things and 
experiences which are repeated again and again. The sweetest 
songs and the most delicious dishes become dull and drab when 
they are repeated again and again. Man is continually seeking 
new ventures and new fields of work. Explorers and travellers, 
■scientists and engineers, businessmen and statesmen are always 
seeking and trying new things, getting out of routine and the 

rut and chalking out new ways. It is such people who have 
enriched human life and culture. 

Aggressiveness . Man is aggressive and hostile when he 

Zruet- °^' mc,ed ' Ps vchoanalysts say that man has both 
w° v of de , des.ruet.ve urges and aggressive,tess is another 
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Motives arc many and varied. What motives arc more power¬ 
ful depends on personal experience, social environment and the 
culture pattern in which a man lives? 1 here is no method of 
measuring the intensity and strength of motives. Often (here 
is more than one motive operating in any behaviour. A person 
is getting married because he wants a companion to share his 
life and work, has to gratify his sex urge and raise a family, 
wants a wife to run his home and release him from petty tasks, 
is planning to get a large dowry, to mix in social circles, to 
rise in social status and the like. Another invites people to 
dinner because he wants to return their hospitality, for his 
prestige, for material gain from persons whom he is inviting, 
for displaying his new dinner set, for establishing himself as 
a man of taste and culture, to introduce his new wife to his 
friends and the like. St) most often any type of behaviour has 
mixed motives. Very often we sacrifice one important motive 
for another. One may sacrifice his affection for security or 
take risks for his near and dear ones. Even then in the lives of 
some of us one dominant motive can be observed. One is run¬ 
ning after money, another is keen to gain social prominence, 
and still another seeks only love and affection. Differences 
of motives among individuals an- very large and often it is 
very difficult to find out the motives of other people from what 
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thev sav or do. 
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Ollier sources of motivation 

Our emotions are prime movers of behaviour and their power 
to function as motives is readily recognized. Anger, fear, anxiety 
and hatred also produce tension to remove which the individual 
is moved to action. In anger we try to fight against the cause 
of anger, in fear to run away from it and in hatred to destroy 
it. Thus emotions too have goals like other motives. Emotions 
jM-rsist till the goal is achieved. 

In every age and society there are certain ideas and id dais 
which direct the behaviour of people and act as strong motives. 
“Obey your parents”, "Do not steal’’, justice, honesty, social 
service and the like prompt people to behave in a definite 
manner. Ideas of cleanliness direct our behaviour today as 
superstitions influenced our behaviour in olden times. 
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Some behaviour is due to urges which are largely inherited 
and inborn. They function as strong drives to action, hntindf 
» make us do tilings for self-preservation and for the perpetuation 

of the race. We collect things, we arc curious to know the 
strange and unfamiliar objects, we look after our children, and 
the like is instinctive behaviour. Instincts are implanted in 
the species In nature to serve the ends of survival. 

A good part of our behaviour can he traced to habit< which 

we have acquired in the course of our past experience. A Hindu 

takes off his shoes before entering a kitchen, an Englishman 

eats with knife and fork, a priest raises his hand to say grace 

and the like liehaviour is due to habits formed in life. 

Often people are not conscious of their habitual liehaviour. If 

we consider bad habits like smoking and drinking we will know 

the great impelling force of habits in life and behaviour. Habits 

as motives are persistent and demand certain kinds of activity 
to continue. 

, . To sum "P : niotives are springs of behaviour, they are rooted 

in basic needs and drives, and they have goals and make behaviom 
purposive. 

Some motives are unconscious and we shall deal with them in 

detail later as the concept o| the unconscious is very important in 
abnormal psychology. 


(hcr-dnclofmu'tit of motivit 

Motives gross- and develop as a result of the interaction of 
he individual with lus environment. Hut it ,„av so happen 
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Even the most harmless situations rouse their fear and anything 
strange, new and unfamiliar gives them fear. Children brought 
up in families engaged in business and making money in every 
venture they undertake develop an abnormally exaggerated 
acquisitive impulse. They grab and snatch, and whatever they 
can gain by fair or foul means they do not hesitate to acquire. 
Their acquisitive and possessive motive has been over-developed. 
Similarly doting parents help the over-development of affection 
motive in their children so that the latter develop affection with 
all those with whom they come in contact. They become too 
attached to their parents, brothers or sisters ; later they may 
develop strong affection for their friends and wives which may 
interfere with their normal trait of self-reliance and independence. 
Such people may develop neurotic symptoms if they later try to 
reduce the intensity of these motives. In fact looking around us 
we will find that a good many of our colleagues and friends have 
some exaggerated or over-developed motive which is revealed in 
all that they say and do. Over-development of motives accounts 
for a large amount of simple abnormality. 

Under-development of motives 

Similarly some motives may not be fully developed. Some 
people are very careless about their possessions and never realize 
that they may have to face embarrassment. Their motive for 
economic security is very weak. They either do not care to earn 
or extravagantly give away what they have. In some families too 
much stress is laid on personal achievement and all sorts of dreams 
are built for the young ones as a result of which the young ones 
grow into self-seeking ambitious individuals. They strive hard to 
rise alxrve and become leaders in their field of work, but with 
no desire to think of others or to engage in any programme of 
social service. The over-development of some motives means the 
under-development of other motives. Too much sociality may 
involve lack of interest in one's own family or too much absorp¬ 
tion in one’s family may lead to neglect of public spirit and 
charity. Some people are abnormally self-effacing, others are 
abnormally interested in self-display. Thus over-development 
of motives goes hand in hand with their under-development, and 
abnormal behaviour is due to both. Normal growth and develop- 
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ment of children implies that all their main motives should be 
harmoniously developed and the personality should have a balance 
and many-sidedness ready to meet a large variety of social and 
physical environmental influences. 

This shows that the various motives should lx* closely integrated 
so that man’s behaviour expresses a balanced view of personality. 
As has already been stressed normal l>ehaviour is inclined to the 
average, harmony of various traits, motives and elements of 
personality and behaviour. 

The Unconscious 


The contents of the unconscious are completely forgotten 
and rejected mental activities and states. Just as unnecessary 
and useless things in a home are packed away in a lumber room, 
so activities, thoughts and wishes which are of no use or import¬ 
ance are stored away in the unconscious. Some moral concepts 
which individuals cannot employ or practise are also pushed 
into the unconscious. This view was held by philosophers and 
psychologists for a long time till Freud on the basis of his 
clinical experience put forward a scientific view of the uncon- 
cious. According to him the prc-conscious or the sub-conscious 
consists of those mental reactions which can be easily recalled 
and brought back to consciousness as the multiplication table, 
but there are others which cannot be recalled in the ordinary 


manner and lie deeper so that special techniques have to be 
devised and used in uneat thing them. They are not open to simple 
introspection but can be known through the new method of psycho¬ 
analysis which Freud devised. This is the proper field of the 
unconscious Freud held that the unconscious is a powerful dyna¬ 
mic force for it is a storehouse not only of useless and unneces. 
sary activities but of those which have a powerful influence on 
our behaviour and personality. What are the characteristics of 
US “"consnous, how does i, develop and express itself, are q ues- 
we should answer after we have given ptoofs of its existence. 

Frfl , d W ::r ' "* 0f ,h ' P° w " °< ** unconscious? 

and thol SUbiW in dflaii ' A " ° f - have <l-,ns 

dreai's tl Z is "°> working ye, we enjoy nor 

processes* T1 ? t * U ° St,0n anses how do ' v « experience such dream 
P n,e answer rannot be given on the basis of conscious 
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experience. In dreams we experience many things which are 
bizarre and lacking in sense, inconsistent and absurd. Psycho¬ 
analysts find meanings in such dreams and they bring out 
such meanings through the method of free-association. I he 
concealed meaning of dreams is called the latent content of 
dreams. This latent content demonstrates the reality of the 
unconscious. Dreams express our thoughts and wishes which 
were repressed in the past because they were unpleasant, 
immoral or embarrassing. '1 lie moral conscience of the peison 
worked as a censoi and during sleep this censor is not work¬ 
ing and the repressed wishes and thoughts appear in a disguised 
form in dreams. These wishes and thoughts are operating from 
the region of the unconscious. 

As we shall see later there are a numbci of our acts which 
we are unable to explain why we did them. We forget, to post 
letters to a certain person, we misplace keys, pens or othei 
things of daily use, some people mop their face again and 
again or bite their nails, twitch their moustaches without being 
aware of it. They are surprised when their attention is drawn ^ 
to these acts. Such acts are being induced by unconscious 
motives. 

Many of us are unable to solve a problem of mathematics, la\ 
it aside for the day and are able to solve it very readih 
the next day. It must be that unconscious effort to solve the 
problem was continuing. 

Freud held that our unconscious mind is much more powerful 
than the conscious mind, that conscious behaviour is very 
often motivated unconsciously, and that some motives are of 
the unconscious. He likens behaviour to a stream, con- , 
scious activity is on the surface but the unconscious is below 
deep in the stream and determining and influencing all 
our important activities. The unconscious is made up of long 
forgotten memories, banished from consciousness because they 
were disagreeable, embarrassing and untoward, not in harmony J 
with the accepted code of morals in society. These memories 
and wishes are repressed. The unconscious is a storehouse of 
repressed memories, wishes and thoughts. They cannot and do 
no , enter into the field of consciousness. 
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This should not give tin* impression that die uiiromdous i" 
static or inactive. In fact it is extremely dvnarrm i<J doe* 
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not rrms any opportunity to burst into the conscious region. 
The repressed wishes are always active and are responsible for 
many of oui acts, involuntary and impulsive, which u< can¬ 
not account for. We aie ourselves surprised why we did them. 

1 icud speaks of three aspects or parts of mind, the Id, the 
and the super-ego. The Id is the most primitive stratum 
or level of mind which is made up of animal nature, instincts 
aie located in the unconscious, and there is constant striving 
to satisfy the primitive animal instincts. 1'he Ego is oui 
rational self, it controls the Id’s animal urges and irpre.sscs 
them into the unconscious, though some- cxpiession of the 
Ids impulses is permitted. T he Super-Ego resembles the human 
conscience and is made up of moral ideas. It works on the Ego 
to i(-press the Ids socially reprehensible tendencies. Thete is 
thus a continual conflict between the Super-ego and the Id while 
the Ego tries to resolve this conflict. In a normal person this 
conflict is resolved successfully. 

According to Freud every individual has a fundamental drive 
or source of energy called libido. He considers this drive as 
sexual but he gives a very broad meaning to sex. He holds that 
sex plays a very powerful role in life and behaviour, and 
all human striving in private and social life as all cordial 
and affectionate relations are based on sex. Sex is not more 
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frustrated in love gratify it by bringing up orphans, by showing 
k>\e for does and cats or by loving some kind of artistic work. 
Intimate affectionate relations between friends, brothers, parents : 
and children aie also inspired by sex. This sex is all important 
and dominates the unconscious. Tlie unconscious is love hungry 
and there is ample evidence for it. 

This sexualitv is alwass at the childish level and sexual 
behaviour of aduits is no less childish, there is no discrimina¬ 
tion between proper and improper and all activity is free and 
spontaneous. This is exactly what happens at the conscious level, 
there is no restraint of moral oi social standards and ideal? 
and there is nothing logical or consistent. Emotions and 
impulses reign supreme. Therefore, it is not possible nor desir¬ 
able that sex should be neglected in cur study of human behaviour. 

According to Freud all human behaviour is motivated by two 
mam principles : the pleasure-pain principle and the reality 
principle. We all do that which gives us pleasure and avoid doing 
that which gives us pain. But soon we realize that an indis¬ 
criminate use of this principle in life lands us in trouble. A „ 
student feels pleasure in sleeping late hours and for long, but 
he soon realizes that this will not do as he will not be able to 
complete !ii> work and studies and this will affect his health in 
an adverse manner. He wants to modify and change liis behaviour 
in accordance with the needs and requirements of the situation. 

This is the reality principle in which controlling pleasure the 
individual follows etiquette, moral and social rules, and has to work 
for certain goals and demands of the situation. At the uncon¬ 
scious h-\el it is the principle of pleasurc-pam which is supreme 
and everv reaction is motivated by it and the reality is ignored. 

()ur conscious life is governed by the rcalit\ principle, it 
is constantly guided b\ the external world, but the unconscious 
is governed bv the pleasure-pain principle and does not take an> 
notice of the outside world. It would not be wrong to sa\ that 
the unconscious is abuse time- and place. Mans people arc afraid 4 
• »f climbing a mountain or a tower. Such violent irrational fear 
is / hobia. They know that such a fear has no basis but they can¬ 
not help feeling afraid. Nor are the\ able to explain it because 
obviously it> roots lie in the unconscious which the\ do not know. 
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in the unconscious wishes, memories ami thoughts get intimate¬ 
ly associated and fuse into eacli other. Thus they get strengthened 
or as psychoanalysts say condensed. This condensation is made 
easier by the absence of moral or logical restraints. Anything 
may mix and reinforce anything else. That is why repressed 
contents and the activities of the unconscious can always be 
expressed only in positive terms. There is no place for “no" in 
it. When there is no question of inconsistency or oppo- 
sition the several contents of the unconscious are interchangeable. 
Freud has provided ample evidence to demonstrate the truth of 
his conclusions. 


Freud's conception of mind 

To understand Freud's explanation of human behaviour and 
unconscious motivation it is very necessary that we know his 
conception of mind. He divides its work and nature in two 
ways. The first he calls topographical aspect of mind in which 
he distinguishes the prc-conscious or sub-conscious, conscious and 
unconscious levels or aspects of mind. Wc have already dealt 
with them. The conscious level is one of everyday living in 
which the ‘here’ and ‘now’ aspects arc dominant. We attend 
to a„d perceive objects and people around us and react to them. 
1 he sub-conscious or the prc-conscious level consists of all those 
thoughts, memories and ideas which wc have acquired and 
learned, which wc have so to say put by, of which wc are not 
always conscious and which can l>c recalled and reproduced 
whenever we need them. We are not always conscious of the 
rules of grammar and arithmetic hut when a situation demands 
WC recall and apply them. They seem to lie in the ante¬ 
chamber of consciousness waiting he called in. They are in the 
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He has also analysed mind 
he calls the dynamic approach, 
that Freud was almost the first 


to show its working. This 
It should not be forgotten 
psychologist to point out and 



describe the dynamic character of mind. The dvnamic nature of 
mind is divided into three levels, as has alreadv been indicated, 
the Id, the Ego and the Super-ego. It is on the basis of this 
analysis that Freud tried to deal with abnormal beliaviour and 
mental disorders. According to him conflicts between the different 
dvnamic aspects of inind are at the root of all mental dis¬ 
orders. mental diseases and pathological Irehaviour. Conflicts go 
on at all levels and regions of the mind and it is the resolution 
of these conflicts which offers the key to the treatment of 
pathological behav iour and mental disorders. I hey also affect 
human personality anu make it dynamic. Why do such conflicts 
arise and how they arise will be known after studying the charac¬ 
teristics of different aspects in detail which we do now. 

Tlu Id: It is tire main reservoir of life and death instincts. 
It is primordial nature, the origin and root of psychological 
powers, the source of all energy. The Id is governed completely 
by the pleasure-pain principle and all its aggressive efforts arc 
regulated by this principle. It has no idea of time or reajity, 
of proper or improper. It is entirely impulsive, and seeks such 
goals as likes and dislikes, loves and liatcs determine. If the 
primitive wishes and desires of the Id were not controlled 
bv realitv and socictv man would never grow into an adult 
nor become civilized. It would act and bcliavc only to seek 
pleasure and avoid pain. He would be forever at the level of an 
animal or child. At birth and for some time after the child is 
entirely at the level of the Id. and it is only gradually by 
coming in contact with reality and people outside tliat he learns 
to control and modify his behaviour in the light of condition 1 * 
outside. Left to himself he would Mart eating as soon as food 
is presented. T his is what is dictated by the Id. Hut lie waits 
till everybody is served and eats gradual!} with grace so that 
others do not object to or dislike his ways. 

The Ego : Freud calls it self-conscious intelligence. At this 
level the individual is aware of what is going on around him, 
and the Ego is closely related to the surrounding world It 
lakes notice of what takes place in the outside world and 
is built and developed on the basis of perception. The Ego too 
works on the pleasure-pain principle but ix*haviour is regulated 


by the physical and social reality. Its strivings aic consistent 
with the demands of the physical and social situations in 
which the individual lives and moves. It thus tiies to adjust 
the urges of the Id to the physical and social reality. It 
has also a knowledge of the consequences of its behaviour and 
tries to strike a balance between the needs of the oiganism and 
the demands of the physical and social environment. 

Tlu Su/wr-Ego : Freud calls it the Ego ideal. It is through, 
and because of, the Super-ego that an individual is socialized 
and grows into a moral and social being. It is largely deter¬ 
mined by social and cultural influences and, theiefoie, develops 
late in life when the individual is shaping and moulding into 
a ripe personality. It may he comidcicd synonymous with the 
idea of conscience because feelings of remorse and guilt 
aiise in it. It is dominated by goals and ideals which we have 
set ourselves to achieve but which we seldom really achieve. 
1 he Super-ego is the moral aspect of human personality and 
is constantly controlling and checking the primitive uiges 
of the Id. It is developed dining out social and cultural develop¬ 
ment when an individual begins to learn the moral and social 
norms and behaviour as is appiovcd by his family, community 
and society at large. An individual passes by a bar where people 
are dtinking wine and making merry. The Id urges him to "o 
in, have a drink and make merry, the Ego tells him that he 
would soon be found out and cursed by his friends and acquaint¬ 
ance's, but the Super-ego tells him that lie should never do it at 
all because drinking is not good. Thus the urge of the Super¬ 
ego is the voice of the conscience. 

If the Id is piesc.it at birth the Supcr-cgo develops late in 
life and adder. to human personality through social growth 
and education it ,s just the opposite of the Id. But it is 
possible that the Id may pull the individual tu the primitive 
annual level and the Super-ego may pull him to an artificial 
narrow level of rigid virtues and abnormal scrupulousness as 
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personalities. If the Ego is strong the individual develops into 
a healthy balanced personality. 

Unconscious motivation 

Unconscious motives are those of which we are not sure 
and which we do not recognize as causing our behaviour. Very 
often we explain our behaviour in terms of what we know but 
do not refer to hidden unconscious motives about which we do 
not know. A husband refuses to accompany his wife to the 
market for shopping because he is not feeling well, is busy or 
tired or has work to do. This is what he knows or savs but 

4 

the ical reason may be that he feels neglected at every shop 
since it is his wife who does all the talking and bargaining 
or feels inferior as he does not know how to shop or bargain 
and he may be altogether unaware of it. Freud laid great 
stress that a man's behaviour cannot be understood fullv unless 

4 

we know his unconscious motives too. Slips of tongue or pen, 
forgetting of unpleasant experiences, involuntary movements, 
dreams and the like result from unconscious motivation. Such 
motives arc often called unrecognized motives as we do not quite f 
recognize them. These motives can be brought to light by 
the technique of frec-association in which the subject is 
asked to relax and speak out whatever passes his mind on 
the presentation of key words. It is claimed that in this way 
he will reveal his unconscious motives. We shall deal with this 
method in detail in a subsequent chapter. 

Behaviour as adjustment 

All behaviour is purposive, we act to achieve a goal and 
realize a purpose. These goals and purposes arc provided by 
our needs, biological and psychological. If motives arc simple 
and goals are easily achieved the individual may lie described as 
well adjusted. But too often our needs, motives and ambitions 
arc not easily met. Motives arc complex, the individual does 
not understand them fully, they may be conflicting and opposing 
each other, often more than one motive compels action. There , 
may be obstacles from the external environment to the fulfil¬ 
ment of needs and goals. The individual may have personal 
difficulties in pursuing certain goals and motives. Thus many 
factors may thwart the realization of our ambitions and goals. 
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In such conditions the individual is very much disturbed, undei 
great stress and strain, and acts in a number of ways to remove 
those thwarting obstacles and difficulties. Or lie may change 
his goal by seeking something else or lowering the goal so that 
it is attainable. He is adjusted when he is effective in meeting 
his needs and realizing his goals, and thus adapts himself to 
his environment. All behaviour is adjustment to environment 
in so far as the individual strives to meet his needs and ful¬ 
fils his desires and ambitions in. relation to his physical and 
social environment. When the goal is reached, the goal-directed 
behaviour ceases, and the individual is relaxed and released from 
tension. 

But as has been pointed out above the individual is con¬ 
tinually faced with adjustment problems of varying degrees of 
difficulty. We shall l>e dealing with adjustment problems and 
difficulties in the next chapter. 


Economy in adjustment 

J< ^ Behaviour is generally explained by the struggles between 

the Id, the Super-ego and the Ego at the conscious, pre-con- 

scious and unconscious levels. But in all reactions made in the 

interest of adjustment the law of economy works, that is, the 

organism spends the minimum amount of energy. This is very 

essential considering that the organism will need greater fund 

of energy for more serious struggles, and for maintaining and 

promoting its welfare. This law of economy is fundamental to 

the process of adjustment. The individual meets the problems 

m the simplest possible manner according to his own estimate 

of the problem. He is always doing his best. He resolves his. 

struggles and conflicts in a manner which appears most easy 

simple and economical to him. May be that from an objective 

point of view it may not be so yet from his own point of 

view the course he adopts involves the least possible expenditure 
of energy. 

V 

Conflicting motives 

When motives clash that we can satisfy only one of them 
the individual is unable to decide which one to satisfy and 

which one to reject. He wants to-satisfy his hunger but not at 

€ \ ' ~ • 
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the cost of his honour ; he does not want to beg food or accept 
it from others. He wants to feel secure in his job and clings 
to it, but at the same time the desire for adventure and new 
experiences pulls him to leave it. An educated girl hesitates 
between the prospect of marriage in a good family and that of 
a promising job in a good dcpaitment. In a famine a father 
may l>c involved in a violent conflict l>ctween saving his life or 
that of his child. In times of crisis we all fall prey to inner 
conflicts and struggles of this type. These conflicts disturb our 
peace of mind and create tension and restlessness. Often such 
conflicts last a long time during which the individual vacillates 
fjom one course of action to another, sometimes he inclines to 
one side and sometimes to another. Unable to decide he feels 
upset and loses his mental balance. The deadloc k may be resolved 
by weighing the comparative merits of the two courses of action 
but if that fails he may act impulsively following one line rather 
than the other just to escape the disturbed state of inaction. Or 
he mav trv to satisfv both the desires bv half. If this state of. 
Conflict is prolonged and becomes permanent it may cause serious 
mental disorders and abnormalities of behaviour. 


/•'/ ml ml ions 

The state of thwarting or blocking of desires is what wc 
call frustration. The individual is unable to realize his goals 
and purposes and there is no motivated behaviour in respect of 
a particular need. I.et us examine some of the general condi¬ 
tions which cause frustration. In the first place there are 
external obstacles and inner handicaps which may lead to frus¬ 
tration. An individual does not have the necessary health, strength, 
intelligence or other resources to accomplish what he has set 
his heart on. A young man may strongly desire to marry a 
rich and beautiful wife but may lack the necessary qualifica¬ 
tions like looks, health, high position and income. lie may 
dream of becoming a doctor without the means to qualify for 
it. Secondly, in social life there is so much competition that 
young people ate not able to achieve what they so earnestly 
want to achieve. Success, eminence, popularity, new experiences 
and opportunities for rising higher in prosperity and iccogni- 
tion do not come to many. The few lucky ones get them and 
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others feel frustrated. In fact the modern competitive struggle 
for power, wealth and success is the greatest cause of fi ustialion. 

Sonic people feel frustrated because they set themselves too 
high goals. Since the nature of the goal determines the severity 
of difficulties highly ambitious persons often fall pivv to deep 
frustrations. Only a few reach the top and the vast majoiity 
of people have to rest content with modest success. I he num¬ 
ber of young people who want to become (dm v tais is legion 
hut only a few succeed. Some of the failmes take to some 
other profession and a good many onlv nur.se their frustrations 
and feel bitter and tense, adding to their own unhappiness and 
infecting others with it. 

Another important source of frustration in our countiv parti¬ 
cularly is the hide-bound structure of the society which requires 
rigid conformity to rules and customs of the community in which 
one is horn. Mow many young people feel frustrated that they 
cannot marry outside their caste or according to their choice. 
Members of the minority communities in both India and Pakistan 
feel very much frustrated. In the democratic secular conditions 
obtaining in India much of these frustrations have been resolved 
and many are able to share the opportunities offered to them. 
Again standards and rules of society do trot allow us to gratify 
our desires as they arise. One cannot commit thefts or murders 
to become rich nor indulge in anti-social activities to win a good 
name. 

Often social, economic and political disasters cause great 
frustration. Economic slump may cause financial loss, death of 
parents may deprive children of shelter, food and education or 
one may lose his job due to change of government. In some coun¬ 
tries there is dearth of men or women and some people are never 
able to marry. Thus causes of frustrations are many and varied. 

Effects of frustration 

frustration varies in the extensiveness and intensity of its 
efftets. Some frustrations are only slightly upsetting and others 
are so prolonged and violent that they destroy the mental balance 
and health of the person. It has already been shown that one 
may avoid frustration by changing his goals or reducing the 
Sr °P C ° f hls ambitions. But frustrations of serious nature 
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when prolonged cause many types of maladjustments and must 
be overcome if one wants to live a life of poise and peace. It 
is important to recognize that all normal people endure a good 
amount of temporary frustrations as well as some lasting frustra¬ 
tions, and that such frustrations may serve to strengthen character. 
If we were to get all we wanted life would lose the spice of 
stru ggl e ^nd achievement. It is through overcoming obstacles 
and frustrations that we enjoy life and gain in mental stature. 

1 he usual results of frustration are anger and hostility. 
When we are unable to meet our needs we become aggressive. 
When our car breaks down far away from town we may get angry, 
kick the car and curse the mechanic who handled it last. In 
all cases of frustration we feel like hitting back. People who 
have suffered too many frustrations and are unable to hit back 
become bitter, indulge in back-biting and criticism of everybody and 
everything, and develop indifference to others. 

Again some people suppressed and frustrated break out in 
a violent manner in some other direction. Many small political 
groups unable to make themselves heard break out into acts 
of sabotage or express themselves bitterly against the State. 
A child unduly suppressed may revenge himself on somebody 
else. Or he may altogether withdraw from life and its activities. 
We shall deal with reactions to frustration in detail in the next 
chapter and also describe some of the common maladjustments 
which result from frustration. 


QUESTIONS 

1. Distinguish between needs, drives and motives, and 
descrilx* some of the important motives of human 
behaviour. 

2. What is homeostasis? Discuss with examples its role 
in human behaviour. 

3. Discuss the physiological and psychological motives. 

4. Discuss the security needs of an individual and how 
society helps to fulfil them. 
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5. Describe the nature and importance of the unconscious 
in abnormal psychology. 

6. Describe the nature of mind and personality according 
to Freud. 

7. Discuss the topographical and dynamic analysis of 
mind as given by Freud. 

8. What are the causes and effects of frustration? Give 
examples. 

9. Explain what you understand by the following : 
Censor, condensation, conflict, economy in adjustment, 
need for affection. 

10. Describe unconscious motivation. How do you know 
about its existence? 


CHAPTER 4 


Reactions to Frustration and Defence Mechanisms 

It is important to know how people commonly react to 
serious frustrations and what serious maladjustments arise 
from them. Frustrations are highly uncomfortable and annoy¬ 
ing experiences, they create intense tensions and the individual 
resorts to a large variety of activities to reduce such tension. 
The reactions may be normal and healthy such as making 
stronger and more vigorous effort to overcome the causes of 
frustrations or reducing our ambitions to what is readily acluevc- 
able or changing the method of attack. Or they may be abnormal 
and pathological as are found in psychoneuroses and psychoses. 
We shall discuss here some of the milder forms of maladjustments 
resulting from frustration. 

Inferiority feeling* 

But sometimes even increased effort and changing or reducing 
goals does not avail and the individual feels helpless, inadequate and 
incapable of meeting the needs of the situation. Repeated failures 
and defeats produce what is called defeatism, lack of utter self- 
confidence and feelings of inferiority. The individual is in an 
emotionally diturbed state of mind which is called the inferiority 
complex. He feels he is unable to achieve his life goals because 
of his personal defects and inadequacies. He feels be is not as 
good as his fellows, he has uncomfortable feelings with regard 
to himself and his acceptability, he is afraid of social disapproval. 
He is extremely sensitive to criticism. Self-conscious, very sus¬ 
picious and envious, always trying to run down others and 
analysing himself, he can be easily flattered and is inclined to 
worry too much. 

Feelings of inferiority have no relation to actual ability 
or merit. Many people suffering from feelings of inferiority 
may be highly capable, in fact inferiority complex is much 
more common among individual of high than of low ability. It 
is hard to believe that feelings of inferiority occur in people 
who compare very favourably with others and who have no 
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justifiable reason for feeling inferior. Then why do they 
feel inferior? Early childhood experiences gave them this feel¬ 
ing and then this feeling remained with them. Even though 
} they know that they are better, more intelligent, healthy and 
likeable than others, the feeling persists. 

Common sources of inferiority feelings are defects of personal 
appearance, some awkwardness in behaviour, some handicap in 
socio-economic status, some lack of material advantage and 
of necessary goods. Children from poor homes do not enter 
the home of the well-to-do and as a result come to feel inferior. 
Money and possessions have such an important place in out 
culture that people use even- opportunity and occasion to 
make a display of them. Those who have behave snobbishly toward 
those who do not have and such differences breed feelings of 
inferiority. Again failure and defeat may destroy feelings of 
worth, and belittling, scolding and punishment may produce 
inferiority feelings among young people. In some homes patents 
are always finding faults in children, making fun of them or 
comparing them unfavourably with other children. These 
experiences make children feel that they arc not adequate and 
capable. 

People with inferiority feelings feel uncomfortable, lark the 
ability to meet people and deal effectively with them, try 
too hard to please others, may stay away from situations and 
people where they feel inferior and are unable to converse with 
confidence with superior people. They are very sensitive, to 
criticism and slight, they arc very touchy and easily hurt. They 
are not agreeable to advice and are very hungry for praise 

and flattery. They are envious and jealous and often indulge in 
self-pity. 

The best way to overcome feelings of inferiority is to try 
to know if you have such feelings and understand the causes of 
such feelings. You should emphasize your strong points and 
V make the most of them. Also try to develop your competence 
and add to your ability. Making friends and working for their 
we are and happiness goes a long way to correct feelings of 
in erionty. Active group participation produces feelings of 
equality and fellowship and avoiding speaking ill of others spreads 


goodwill ; both these steps will help to remove feelings of inade¬ 
quacy and inferiority. 

Aggressive behaviour 

When frustrated strongly for a long time an individual 
instead of developing feelings of inferiority may develop aggres¬ 
sive and hostile approach to the source of his frustrations. 
He may seek revenge against a person who has obstructed him 
or try to destroy or injure things and organizations which have 
defeated his purpose. The intensity of the attack varies with the 
amount of frustration. Dismissed workers often work against 
the company and try to injure its property. Young people 
reprimanded frequently by their parents and teachers turn against 
them and defy or show disrespect indirectly if not directly. 
Sometimes frustrated people turn upon themselves and may 
commit suicide or do some injury to themselves. Frustrated 
women in India are known to beat their breasts or strike their 
heads against a wall. Mental depression, sulkiness, feelings of 
guilt and thoughts of running away from home and committing 
suicide are common effects of such aggressiveness against one¬ 
self. Many people committing suicide leave letters condemning 
persons who were responsible for their frustrations and defeats 
thus taking revenge on them because such letters almost always 
bring disgrace to them. 

Mental mechanisms 

It is not always possible to resolve conflicts, frustrations 
or feelings of inferiority. There are many obstacles which one 
cannot overcome. A person with very weak eyes cannot join 
government service, a young woman cannot marry and have 
a home of her own because she has to earn and support her 
invalid mother, many people have very high goals but very 
ordinary ability and strive in vain to become a big officer or 
doctor. A person wants security but accidents like riots, fires 
or serious illness may deplete his resources and make him 
feel very insecure. Under these circumstances he may feel 
upset, tense and disturbed and continue to live with his con¬ 
flicts, frustrations and inferiorities or he may seek relief by 
unconsciouly making use of what are called mental mechanisms. 


which may protect, give relief or offer an outlet for escape. For 
example, on meeting failure and defeat again and again one may 
try to avoid conflict and frustration by withdrawing from real life 
situations altogether and avoid trying anything or meeting people, 
or he may start indulging in day-dreams and gratify his unfulfilled 
desires in phantasy. These are methods of escape. They are also 
described as defence mechanisms because they help to defend 
and justify the dignity, esteem and prestige of the person. 
Defeats and failures lower and injure a person’s esteem and 
embarrass him but by having recourse to mental mechanisms like 
day-dreaming or retreating from reality he is able to protect 
himself from such injuries to his self-esteem and ugly embarrass¬ 
ments. They are protective devices which give temporary relief. 

Everyone finds it unpleasant to some degree to face trouble¬ 
some problems and other disagreeable situations. Many people 
meet their difficulties square in the face courageously and try 
to solve them in a suitable manner. Others, however, try 
to escape from their difficulties by means of day-dreams, use 
of alcohol, illness, suppression, repression and the like. Such 
methods of running away from problems and difficulties of 
life are called escape mechanisms. But by whatever name 
we may call them mental mechanisms, defence mechanisms or 
escape mechanisms, they are unconsious devices to avoid, with¬ 
draw from or conceal our difficulties and problems and to put 
up a bright face on our liandicaps and frustrations. They are 
used very frequently by common normal people but they become 
maladjustments and lead to harmful effects when people use 
them habitually and carry them to the extreme. Then they 

become symptoms of psychoneurotic or psychotic behaviour. We 
shall discuss them in detail in this chapter. 


Day-dreaming or phantasy 

well ™,V iS 7 y . COn T n • Pe ° ple who do -long very 

Ivelv Th' r a ", Wi,h °' h " pC ° p,e day-dream exce?. 

r'LJ , m ? nS ,ha ' wh ° are no, very well adjusted 

X“' y “k 8 " fr ° m ' heir rcal si,uatio ” -han those 

who 7 e d ffi T T 11 and gC ' a, ° ng With P™P>- S»n,e 
Ld dll , ' and roUgh and discouraged by failure 

and disappointments turn to a more pleasant world thmugh day- 
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dreaming, reverie or phantasy. They create for themselves a 
world that gives them everything they want—leadership, distinc¬ 
tion, love, strength, recognition or esteem. 

Almost all individuals indulge in day-dreams at one time or 
the other. Several studies made reveal that adolescents are 
more given to day-dreaming and next come children, old people 
and then adults. Day-dreams show how frustrated and dis¬ 
appointed we are and they reflect our wishes and hopes. 

In a day-dream the individual himself is usually the hero, 
the central character. He may be the conquering hero wishing 
and aspiring to all the glory of leading a team or a regiment, 
of making a biilliant speech or impressing audiences with his 
game. Or he may lie a suffering hero dreaming of some disaster 
falling to him in order to gain revenge and sympathy. He may 
dream of his falling ill or even dying, and all the members 
of the family who now snub and belittle him regretting their 
behaviour and moaning for him. Or he may identify himself with 
some eminent character like Napoleon or Nehru and dream of 
what he would be doing in his place. Feeling himself in the 
role of another big person he may rehearse what he would 
accomplish in his place. People identify themselves with stars 
while watching a film show. Such identifications also occur 
when one is reading a story, drama or novel, and is more com¬ 
mon among young boys and girls. Sometimes some of them arc 
so carried away by such identifications that they carry some of their 
traits in actual life. Excessive interest in films and novels 
leads to young people gaining personal worth by trying to be 
something that one is not. When such people get back to the 
real world they move further away from it. 

There is no doubt that some escape through dreams and 
identification is healthful, for it gives relief relaxation and 
rest for a while. It is wholesome for an adolescent to take 
time off his studies and dream of adventure, romance and 
future success and prosperity, for old people to live again the 
younger days of vigour and strength or for the statesman 
visualize what bright future awaits his country if his policies 
and programmes are fulfilled. But one must not 1* away from 
reality for so long. There is no harm in dreaming of health, 
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wealth and happiness but it should not occur too frequently and 
for too long. Day-dreaming is an acceptable mode of adjust¬ 
ment so long as it does not interfere with normal life and its 
pursuits. The danger is that the dreamer may rest content in 
living in a make-believe world. But it should not be forgotten 
that all great men with outstanding achievement were dreamers, 
dreams arc the wings that cany ideas to fruition, and 
most radical reforms, inventions, policies and programmes wcic 
made by people who dreamed a great deal. Day-dreaming is 
a maladjustment when any individual habitually accepts it as a 
substitute for action, striving and struggling against odds to 
accomplish anything. 


Rationalization 

Every normal prison needs a sense of worth, he wants to 

be considered worthy in his own eyes and in the eyes of his 

associates. When true reasons for our behaviour do not give 

us a sense of worth or self-importance and arc not socially 

commendable we may offer such plausible but untrue reasons 

whirh enhance, save and protect our prestige, dignity and res|>ect. 

1 his is rationalization. It is an unconsciously motivated act of 

giving reasonable but untrue excuses or explanations of our 

behaviour. We do so to defend and justify our behaviour and 

to maintain our feeling of worth. It has several forms which 
arc described here. 

Sour grapes: This form of rationalization is illustrated 
by the famous fable of a fox unable to jump high enough to 
catch grapes turned away saying that “Grapes are sour”. 

mem I I rCaCh ,S ,Madc ° Ut to iiC ““worthy of achicve- 

1TL , scoring low marks may argue that examinations. 

Sweet lemon is illustrated by a situation which is bitter 
and painful and is still regarded as sweet and sltisfaetun' 
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a bitter situation to a sweet one when we cannot improve it 
but it is not healthy when it is a substitute for honest efforts to 

do better. 

Face-saving too is common. Young people rationalize their 
failure or poor score in the examination by arguing that 
they are not book-worms and are spending more time in learn¬ 
ing better things which develop their intellect and health. 1 he> 
defend and excuse themselves by giving plausible but untrue 

reasons. 

Self-justification is in evidence when we offer some high 
sounding excuse to justify what we have done. Countries go 
to war to defend their commerce, existence or prestige but 
proclaim that they are fighting for freedom and democracy. 
A student fights with another student and beats him but instead 
of admitting that he fought in anger he justifies it by claiming 
that his opponent was being a nuisance to others also. 

Such explanations and excuses arc offered after the act 
and the more strongly we defend our behaviour the greater 
seems to lx? the need for defending our esteem and importance. 

The use of rationalization in the above examples shows 
that it has great value for adjustment and is very convenient 
in turning defects into assets. The best method of avoiding 
rationalization is to acknowledge our failures and defects and 
make up for them, to recognize our weaknesses and try to cure 
them. Rationalization is bad because it is more or less an 
attempt to deceive ourselves and others, and such deceptions 
create more maladjustments. One should think of positive solu¬ 
tions and then work for them. 

Compensation 

In this defence mechanism an attempt is made to covet 
up weakness by emphasizing desirable trait or making up for 
frustration in one area by overgratification in another area. 
The weakness or frustration may be real or imagined. Com¬ 
pensation mav be direct or indirect, desirable or undesirable. 
Direct compensation is implied in a person’s vigorous striving 
to overcome his frustrations and failures and reach success in the 
field of his inferiority. Demosthenes overcame his stuttering to 
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become a great orator. Many cripples have built up vigorous 
health by careful dieting and exercise. But most compensations 
arc indirect, there is an attempt to substitute for the defect or 
shortcoming in some way or to draw attention away from it. A 
physically unattractive girl may develop grace and sweet manners, 
a weak student may make up in games, a mediocre may put on 
showy clothes to pass for a dandy and attract attention away from 
his mediocrity to prominence in dress. Some people arc doing 
good trade in making up people’s defects. A short girl is made 
to look taller by adding to the height of her heels, by helping her 
to slim or making an unattractive face glamorous. Compensation 
is good and desirable when we compensate for our inadequacies 
and failures with virtues and strength. It is undesirable when 
we cover up our insufficiencies with unacceptable 01 useless 
behaviour. 


Many a young student not able to make a mark in studies starts 
making trouble and acquiring a reputation for impertinence 
which he calls courage, for shouting back to teachers which 
he calk nerve, for bullying which he calls independence. The 
younger boys look up to him as a hero and he feels a certain 
piide in his reputation. A person who is unloved and frustrated 
may start eating too much or bragging excessively. Many people 
brag alxmt their ancestors or their property, while others 
are always cutting clown people to their size In extreme cases 
people may indulge in anti-social behaviour to gain prominence 
or notoriety or develop some eccentricity to attract atten¬ 
tion. Modem society is highly competitive and we are always 
bemg sutpassed by olhere and most of os am socking con,- 

the latest cut. having status equipment like a refrigerator 
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and polite conversation. Another may talk of being very busy, 
of 1 raving a lot to do, of being worried by big people of 
having many social engagements. He too is making up for lack o. 
adequate achievement Such undesirable compensations only help 
to add to our difficulties. Wc all have weak and strong points 
but instead of covering up weak points ivt should develop our 


strong points. 
Identification 



Identification refers to the mechanism through which a person 
attempts to mould his own ego or self by believing that he is 
some other person. At the normal level hero-worship is common 
enough and children identify themselves with their parents as 
college students identify themselves with their favourite teacher 
or grown-up people identify themselves with certain club 
leaders and the causes they uphold. Superiors in all areas of 
life and work are imitated by inferiois, their mannerisms, gait, 
speech or dress may be copied. Society too judges a person 
from the various types of clubs and associations with which 
he is identified fiom time to time, and he too begins to 
evaluate himself in the light of such identifications. Most 
employees identify themselves with the company or office which 
they serve and derive prestige and dignity from them. 1 ‘ c > 
attribute to themselves some of the achievements and good 
qualities of the organization. Wc have already dealt with 
identifications made in day-dreams and how they yield feelings 
of worth and importance, of adequacy and even superiority. 
But some people identify themselves with die loser or the villain 
and would like to be classed as a gangster, desperado or burglar. 
Such negative identifications are due to guilt feelings or sup- 
pressions of unhealthy nature. 

Generally people identify themselves with others of their 
kind. An athlete would identify himself with a superior athlete, 
a young speaker with a big orator, a girl with a film star or an 
overseer with a chief engineer. Of course, such identifications 
liav e to be consistent with the values the individual cherishes. 
Such identifications through day-dreaming enhance our ego 
estimates, add to our self-importance and help us to get over 
our frustrations. But in the extreme form they arc quite dan- 
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gerous. In lunatic asylums there are many inmates who firmly 
believe they are Napoleons, Nehrus or Krishan. Such identifica¬ 
tions are made at the unconscious level and are due to repression. 
A young man may throw up his engagement because he comes to 
know that the professor he admires most did it in his younger 
days ; he derives strength from his example. 

Retreat 

In retreat the individual reduces the tension of needs, frus¬ 
tration and anxiety by withdrawing altogether from the scene 
of action. He feels timid, passive and scclusive. Coleman 
calls it “emotional insulation” while Burnham calls it “pseudo 
fceblc-mindedness”. As a result of previous failures and dis¬ 
appointments the individual does not lower ltis aspirations but 
learns to restrict his interest in outside people and things. One 
important way of withdrawing from reality is to refuse to join 
any competitive activity. If they do not venture out into any 
adventure or activity they do not have to share any blame, 
punishment or failure. A good many shirkeis of resjionsibilily 
in administration are so unconsciously motivated. Even if some 
information is asked for they would reply “I dop't know", “I 
can’t say”. They are not prepared to make any commitment, 
even of the harmless type, nor to take any risk . They avoid being 
emotionally involved in anything or penon. The best course for 

persons is to share and join group activities and develop intimate 
relations with their fdlowtnen. 



Projection 
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of projection. If these excuses arc not true they may be 

considered rationalizations and if they are transferred to other 

persons they are examples of projection. In a sense all 
projection may be considered as a type of rationalization. If 

a tennis player knocks the ball into the net and then looks 

at the racket to show that it was the fault of the racket, he 
is projecting his failure on the racket instead of admitting 
his own failure. Most people in India today arc blaming others 
for corruption, inefficiency and indifference to work, they may 
be indulging in projection. They may be trying to gain a feeling 
of superiority by pushing their shortcomings on to others. It 
is an unconscious attempt to show that we are superior to those 
whom we arc blaming. 

Young people fight but each one says and believes that the 
other hit him first. The Indian Government unable to handle 
the food situation blames it on the rising population, the 
business community blames the Government for all ills of 
their trade. Page calls it “externalizing of personal defects’’ 
to protect the ego from self-criticism. When an individual 
Criticizes another for stupidity, dishonesty or selfishness he 
indirectly implies that he himself is free from it. Literary critics 
are victims of projection when they see in the work they comment 
upon the faults and foibles of which they themselves are guilty and 
in transferring them to authors they are able to gain their own 
self-esteem. People who indulge in back-biting are forever 
criticizing others for this very fault. A priest obsessed with sex 
end wicked thoughts is always seeing them in other people’s 
behaviour. We unconsciously resort to projection to defend our 
own self-esteem. 

lntrojection 

Intiojection is the opposite of projection. In the latter 
the person externalizes his thoughts and wishes and transfers 
them to persons or things outside, but in the former he inter¬ 
nalizes and adopts other people's good points to boost and 
bolster his own ego. It is not identification in which the 
individual wants to be like another person. He incorporates 
in his ego what is of the outside environment, he believes he 
has the characteristics and abilities of others. In the psychotic 
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conditions of schizophrenia and other delusions the patient suffers 
from mistaken identity. When the lover says, "I shall always 
carry you in my heart” or the God-intoxicated person bursts 
forth, “Oh God you are sure to come to my help”, he is inter¬ 
nalizing what is outside his ego. In a way introjection is basic 
to all defence mechanisms as the individual unconsciously modifies 
his own self to suit the external environment, and begins to accept 
the values of others. The Negroes by their long stay have come 
to accept the class distinction between the white and the black 
races and consider themselves inferior as the rest of the popu¬ 
lation believes just as in India centuries old custom has made 
the Harijans believe with the rest of the caste Hindus that 
the Harijans are really inferior to, and lower than, them. They 
had introjectcd or internalized the values of others. Such people 
seem to be working on the principle that what you cannot cure 
you must accept ; if you cannot defeat your enemies you join 
them. Many Indians followed the British officers in their ways, 
manners and speech because they had internalized and adopted 
them as a part of their ego. 


Negativism 

There are people who always say “no” whenever they 
are^ked to join a game or picnic party. “I am not interested” 
or I don t care is the typical reply. Such attitude is negativMc. 

a„Tm * !!■ “„*? 'Tf ° f U " fair and ^criminatory treatment 
and the mdivtdual rebels against it by doing just the opposite of 

“ ""t % t HC r .? fUTO invi,a,i0ns and d °« co¬ 

operate. Keep off the grass”, “Do not make noise" and the 

like warnings are just an invitation for such a negative person to 

ttil '1 ” f0rbidd '"- He "*«* onfavourably to ug- 

g«tiom, refuses requests and does not respond positively fo 
directions or instructions. He resents anthZi* a \ V 

characteristic of "TT” “ 

opposite of what is desired " ndmg *° d ° J ust ,ha 

in factTalT'thoL d^T^nle'T* "T" children> 
about and not given onnorn^? h ° freqU<!n,ly ordered 
their own light Thev rek^ 163 '° d ° tl ' in P according to 
g rhey rebel against pressure and this negativism 
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is an expression of their retaliation or rebellion against 
coercion and excessive control. Negativistic people expect to 
be asked a number of times before they accept an invitation. 

1 hey get a feeling of worth or self-importance by refusing 
requests and invitations. Such people may end by being left 
out altogether. 

Many people respond negatively because they lack the courage 
and confidence to respond positively, and feel inadequate 
and unsure. '1 hey arc afraid of not succeeding in what they 
are asked to do ; so they refuse. In discussion and debate 
negative people take the opposite point of view and hold 
obstinately to their views. They arc critical of every proposi¬ 
tion, hostile to every new acquaintance. They arc anti of all 
things and persons. Thus they shut out all friendship and new 
ideas. 

Pampered self-centred children are prone to negativism. 

Often they throw up temper tantrums and lie on the floor cry¬ 
ing. Such children on growing up become highly selfish 
and oppose everything in which they arc not given a prominent ''Z 
part. 

I)isf>l<u email 

Displacement is the expression of emotion in a situation 
other than the one which aroused it. Emotions arc shifted 
from a person or object which originally aroused them to 
another person or thing. A person rebuked in the office is 
unable to express his anger against the officer but takes it 
out on his family on reaching home. Displacement occurs when 
the direct expression of emotions is inhibited and, therefore, 
it is transferred to some neutral or unrelated object or person. 

A child who has been punished by his mother may break a toy 
or pinch his younger sister. Somebody just warns us on the road 
to be careful, it is a minor incident but it arouses emotions 
which continue and any other incident later in the day may 
nigger it off into a major outburst of feeling. It is common « 

how our day is spoilt if we start our breakfast with a sulky 
mood, our emotions hang on to everything tl at conies our way. 
Sulxndinates often warn their colleagues to avoid meeting the 
Ixiss on days when he is in a mad mood. This substitution of the 
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object of emotion arises from frustration and helps to add to 
our sense of importance and worth. 

The emotions commonly displaced are those of anger, hate and 
fear partly because they are strong emotions and partly be¬ 
cause their free expression is not socially approved. There 
is an Indian proverb that a person who falls from a horse 
curses the horseman. Many primitive people beat their breasts 
when they are helpless in expressing their hostility against their 
enemies. Self-torture and suicides arc often cases of displaced 
aggression. 


Displaced aggression and hostility are a common feature in 
authoritarian organization. When people are continually’ snubbed, 
rebuked, and punished they retaliate by expressing their temper 
on others below them. In every department there is some 
subordinate who is made a scapegoat for all things which go 
wrong. Scapegoating is very common and is an example of 
displacement. We blame student indiscipline for falling standards, 
rising population for food shoitage and official corruption for 
laxity m social standards. By scapegoating we shift the respon¬ 
sibility of our own defeats and failures on others. Displacement 
as a defence mechanism takes place unconsciously. 

Regression 


form, 8 • W ' uT" rcvrrs,on 10 Primitive or childish 

forms of expression or behaviour. It is a relapse into immature 

h . ur and the individual adopts behaviour patterns of 

pr vious stages When a person habitually looks hack to the days 

gone by and lives in the pas. he shows 'regression. Old people 

V go ,ark and. excessively recall their past experiences P i„ 

toTookionvarl ,o "* a " d ha "' ■>■>* much 

3 ; zxzzr? 

the aee of five • P f 1Cn * ley are in trouble. They act 

who in frustration^^Io^^ork- T Vt "*** 

regressing to childish years and behaviour " 
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Reaction formation 

It is unusual but interesting that people develop conscious 
attitudes and behaviour patterns which are just the opposite of 
various repressed wishes and thoughts. I he socially undesirable 
or unacceptable urge is altogether denied and disguised by the 
development of traits which are directly opposite to it. Many 
people are highly intolerant and extremely critical in a very dis¬ 
proportionate degree of some traits and attitudes of others when 
they themselves are guilty of those traits and attitudes. Highly 
corrupt, dishonest and loose people are often excessively hostile 
and vindictive against even slight corruption, dishonesty and loose¬ 
ness in others. The self-appointed reformers of public abuses may 
themselves be not free from them. Many people when they are 
excessively angry pose as extremely kind and humble people. 

The guilty person protests too much as Shakespeare remarked. 
Highly worried persons may adopt “Don’t care” attitude to hide 

their worry and fears. 

If we accept socially disapproved behaviour on our part it 
would lower our worth and importance and so we react in the 

opposite manner to conceal it and save our self-respect and 

importance. Wc are pure and noble and it is the other person 

who is involved in vices. Like other defence mechanisms reaction 
formation involves self-deception and instead of making for 
healthy adjustments may lead to exaggerated fears and worries 
and thus prevent effective and healthy adjustments. 

Escaping by illness 

Trying to get away from one’s problems and duties by more 
or less unconsciously becoming ill is an escape mechanism that 
is not uncommon. It may be practised by a schoolboy who 
is unhappy with his lessons or examination, the housewife who 
dislikes the housework, and the soldier who is afraid of battle. 
When situations in which we are sure to meet failure and defeat 
are hard to avoid, illness real or feigned may be used as an escape. 
In some cases they actually fall ill, and hope they would be 
excused because nobody blames an ill person. 

Illness may also be used for another reason. Some are 
not able to make a suitable place for themselves in life 
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by their own merit. They want more attention than they can 
get. So they resort to illness as a way of getting that atten¬ 
tion To be visited and inquired after enhances their sense 
of worth and importance. The sooner such people realize that 
such assumed illness is a very ineffective way of making adjust¬ 
ments to their problems the letter for them and others. 



1 



Repression 



In this mechanism painful, dangerous or embarrassing 
thoughts and wishes are banished from consciousness. It is 
often called selective forgetting. When we have conflicts we 
cannot handle, unpleasant memories we cannot face, injuries 
we will not acknowledge, repression occurs. When they become 
too much for us, our unconscious may prevent them from entering 
into consciousness. 


Repression is a basic mechanism. According to Freud 
when primitive and animal tendencies of man come into con¬ 
flict with conscience or moral ideas, they are pushed 
back into the unconscious. It is obvious that this pheno¬ 
menon of repression is social. We have regulations, customs, 
traditions, laws and taboos in society and they make it necessary’ 
that a large amount of behaviour must be inhibited and repressed 
so that social disapproval is avoided. Some repression leads to 
behaviour socially approved, but when conflicts are violent repres¬ 
sion may lead to some form of neurotic behaviour. 


A distinction should be made between suppression and 
repression. When a person does not allow himself to think of a 
particular episode, it is suppression. ' This term is also used 
for the act of keeping information away from others. When 
unconscious activity prevents some memory, thought or wish 
from entering the conscious, we say there is repression. Suppres¬ 
sion is conscious and voluntary while repression is involuntary 
and unconscious. 


When I say that I will not think of my quarrel with -my 
wife as I have to concentrate on my office work, I am suppress¬ 
ing this thought. When I put away the thought of hunger 
or thirst because I have some urgent work to do I am just 
trying to suppress my thoughts and wishes. Mohan enters the 
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house and his mother asks him if he would have some tea. 

He replies sharply and rushes to his room. After some time 
he comes out, takes tea and gradually opens out how he was ^ 
disappointed that he had not been selected to play hockey 
against the other school. To begin with he was suppressing 
his disappointment and revealing his unhappiness he felt 
much letter. It is the thoughts of unpleasant experiences we 
suppress because they cast unfavourable reflection on us, 
tend to lower our worth and injure our self-esteem. So in 
order to save our prestige we put them away and suppress 
them. Some suppression is very wholesome. We all must learn 
to keep away trivial irritations and disappointments from our 
mind, to solve our problems and difficulties and concentrate our 
mind on what is urgent and important. This kind of mental 
discipline is necessarv for all those who wish to make the best 
use of their mind. 

In repression that part of the situation which is most un¬ 
acceptable to the Ego and' Super-ego may be forced into the 
unconscious by the Ego It occurs in a situation in which intense 
fear develops with regard to the consequences of carrying out 
some wish. It is frequent in childhood when the weak Ego of 
the child is unable to cope with some of the imagined or real 
consequences of his loves and hates. The memory of such wishes 
is practically lost because the person is not consciously dis¬ 
turbed by any spontaneous recall of those loves and hates. But 
even then repressed memories are not permanently forgotten. 

They are simply cast out of the conscious mind into the uncon¬ 
scious. They may burst into the conscious in a subtle and dis¬ 
guised form and thus disturb the individual’s balance and poise. 
Highly emotional desires when repressed continue to smoulder 
in the unconscious, and as and when the individual s hold on him¬ 
self and his environment is weak and loose, they may break out 
in disordered behaviour, and make him unhappy. 

Sublimation 

To begin with the term sublimation was used to redirect 
sexual impulses and energy into other purposes such as writing 
poetry, taking part in sports, doing social service, or indulging 
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in artistic activity of some sort, but now it is used for directing 
and channelling frustrated impulses and urges into substitute 
activities. It is implied, of course, that the original urge or 
desire is not socially acceptable or approved and is now employed 
in activities which are. It is goal substitution. A girl rejected 
in marriage may take to such satisfying and socially commend¬ 
able activities as nursing, teaching or doing social service. A 
woman denied her own children may take to serving in a nursery 
school where maternal affection finds play. Thus sublimation 
involves the use of general mental and bodily energy in con¬ 
structive activities which reduce tension built up around frus¬ 
trated desires, mostly sexual. 

Sublimation helps to account for the eminent work of genius, 

social reformers and pioneers in any field of useful work. In 

them the unconscious conflict is resolved by “a flight into creative 
work 

Conclusion 

To sum up : our basic urges motivate all behaviour, they con- 
tnbute to our personality structure, and conflicts lead to frustration 
and defences mechanisms. These mechanisms listed here may 
not he all the types- of mechanisms employed by human beings. 

1 1 ere may be ...ore, hu, they are able to account for the 
.whaviour winch is unconsciously motivated and irp i 

by psychoanalysis. * ^ and are unrov< ‘ r ‘* tJ 
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Questions 
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'^ds, and compare it with identification. 
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5. Distinguish between reaction-formation and negativism 
by giving examples. 

6. Explain inferiority complex. How is it developed and 
what are its symptoms and remedies? 

7. What are the advantages and disadvantages of day¬ 
dreaming? 

8. Explain introjection and displacement by giving 
examples. What is sublimation? 



CHAPTER 5 


Sex: Its Development and Perversions 

Sex is one of the most powerful drives and its influence on 
l>ehaviour and personality is very important and crucial. In 
abnormal psychology the role of sex is greatly stressed in so 
far as it is considered to determine the nature and pattern 
of personality. Ordinarily people believe that sexual urges 
arise in youth or with the onset of puberty, but Freud used 
sex in a very general sense. According to him the sex impulse 
arises with the infant sucking at the breast of its mother and 
continues to grow and develop thereafter. It was in 1909 that 
he for the first time stressed the nature of psychosexual develop¬ 
ment as a phase in the general development of personality 
and pointed out the several types of sexual perversions. For 
Freud the sex urge passes through five stages of development 
and in this chapter we shall study in detail these five stages as 

well as some of the important abnormalities and perversions 
connected with the sex drive. 


The oral stage 

birth 1 ' ' S lhe earli ' st . sta K e ** development and begins with 
h^„,„I r. "T a " *VP» <>f « gleasure from sucking at 

' . "' 0,h r * bre f <■ At stage breast-sucking is the man, 

thTlm e°ni K a, ’ d . Whe " hC d0es " 0t opportunities for 

this he enjoys sex by suck.ng his thumb. This stage of sucking 

has I>een called the first stage in sexual development. A little later 

he may get the same pleasure and satisfaction from the excitation 

h l S yTu d ck m X ,'h' SUCkin A 8 , ° th " 'f s,oma“ h 

pC:eTl tm g h rb b ed a n , g ,t th 

Freud holds that such pl^ure nJ uT ?“? ° f the b ° dy 
tion later on General? ^ , rubbing leads to masturba- 

lasts for about eight mo nt hT Tut Ti °' d ' V ? , ° P ' I " m 

ZT they 7'S TtnZ dlSaPP “ r altogether after this dura- 
V tnerge mto the expressions of the next stage. I, is 

t 
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difficult to lay down any hard and fast period of time when one 
stage comes to an end and the other begins. 

In the oral stage the infant seeks relief from tension by the 
oral act of sucking and he is not aware of any distinction 
between himself and his mother. Although he gets satisfaction 
from the activity of his own l>ody vet he is not conscious of it. 
I hat is why abnormal psychologists have called this stage as one 
of auto-crotic satisfaction. The main characteristic of infantile 
sexuality is auto-eroticism or self-love, the sexual satisfaction 
is derived not from others but from himself. Secondly this sex 
feeling is derived from sucking and oral activities. Thirdly, 
the experience of sex pleasure is associated with such parts 
of the lx)dy which when rubbed yield lustful pleasure. Lips 
are highly sensitive and arousing them the infant feels such 
pleasure. 1 hus infantile sexuality does not involve excitation 
of the genitals. Later Freud and Abraham traced adult kissing 
to sexual activity involved in infantile sucking. 

I he second phase of the oral stage is characterized by 
biting through which the infant deiives satisfaction and plea¬ 
sure. 1 his stage lasts from the age of eight months to eighteen 
months. With the beginning of biting sucking does not stop, 
only biting is more predominant. The infant is more aggressive 
and aggressive activities throw the sex urges into background. 
According to psychoanalysts this stage is marked by ambivalence, 
the infant loves his mother but also wishes to be independent 
of her and »>oth sucking and biting continue. It is at this 
stage that wc have the first indication of narcissism, that is, 
he derives pleasure from his body, is aware of his body and begins 
to love his body. Many followers of Freud have dwelt at length 
on the characteristics of this stage, but the main features are 
sucking and biting, and biting is also associated with destroying 
and breaking things as a part of the sex urge. 

'/Vie anal stage 

This is the second stage of psychosexual development 
which follows close on the oral stage. The sexual emotional 
interest is shifted from the mouth to the anus. This stage 
begins at about the age of six months and lasts till the age 
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of four The infant experience* satisfaction in elimination 
and the Freudians Irelicve that this satisfaction is akin to 
the satisfaction of the sex drive. Like the oial stage this 
too has two aspects, the expulsive and the retentive. I he 
expulsive aspect lies in defecation and urinating and in both 
these activities tire infant seeks to relieve himself of tension, 
and the mucous membrane in that part of the body is stimulated. 
Freudians believe that this stimulation and the resulting 
satisfaction is a form of sexual satisfaction which the infant 
derives from activities connected with elimination. Soon he 
learns that parents insist on elimination at a particular time 
and place and what is eliminated is considered unclean. 
He also begins to understand that the act of elimination is 
approved by parents, that it is very necessary and that it gives 
him relief from tension. Freudians hold that elimination promotes 
and enhances the infant's narcissism or self-love. 

Freudians consider this stage to be very complex in which 
the infant alternates between the reality principle and the plea¬ 
sure-pain principle Acting on the former he eliminates when 
and where he is expected to and acting on the latter he pleases 
himself about it, often spoiling clothes and things. It is held 
that such behaviour is aggressive and helps to nurse his ego. 

In the retentive phase he derives pleasure not from expulsion 
of the waste matter but from its retention. He begins to see 
that if expulsion is important so must be retention. Some of 
the Freudians believe that the infant expresses his self-assertion 
and aggression through retention. Hut cultural factors play an 
ini|>oitant role and in each culture training for elimination is 
different and so must be the effect of such training on the mind 
of the infant. 




Tlic phallic stage 

At the age of three or four the infant enters the phallic 
stage and his interest in his genitals increases. He frequently 
plays with them and masturbation is also present. Also the 
tendency to show off his genitals finds expression. What is 
called exhibitionism is found in this stage. The infant identifies 
unse wit his genitals and these are more sensitive too 
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Active pleasure seeking impulses are predominant, and he begins 
to be afraid of losing or injuring his genitals. The psycho¬ 
analysts have called this castration anxiety. 

In this stage children come to realize differences in their - 
genitals. Often there arises feelings of jealousy about their 
genital construction, girls may feel the absence of genitals. 
Differences between boys and girls are thought about and questions 
may be raised. Later such differences are recognized-and accepted 
due to cultural influences. It is possible that such differences 
may produce feelings of inferiority among girls. 

Oedipus complex 

It is in this phallic stage we have signs of the oedipus 
complex. In infantile sexuality love for the mother is the 
highest. Freudians believe that the child’s affection for the 
mother has an unconscious sexual element. The father is an 
obstacle in his maternal affection and he is, therefore, unconsciously 
worknig for his removal. He takes his place in imagination. 

This is the oedipus complex. When the son loves his mother, 
hates his father and desires his death or the daughter loves h 

her father, hates her mother and desires her removal, in psycho¬ 
analytic terminology it is called the oedipus complex. These 
are examples of positive oedipus complex but when the son loves 
his father and hates his mother or the daughter loves her 
mother and hates her father, it is the negative oedipus complex. 

The kind of oedipus complex depends on the experience of an 
individual. Generally the moral atmosphere prevailing in the 
family and their approach to sex influences the nature and kind 
of the oedipus complex which members will develop. Often 
they have certain experiences which shock them, the birth of 
a child in the family and witnessing untoward things being 
done by father or mother, and similar traumatic experiences 
influence oedipus complex of children. The socio-economic differ¬ 
ences in family status also make a difference to the growth 
and development of oedipus complex among children. It is quite 
obvious that the nature of the complex in poorer families will * 
be different from that in richer families. Differences in the 
patterns of culture and discipline prevailing in the family also 

influence it. 
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Similarly in the beginning the daughter loves her mother but 
in course of time on account of adverse experiences she begins 
to hate her. It may be that mother’s affection is transferred 
to another new-born in the family or her affection is lost to her 
due to weaning. 


The stage of latency 

From the age of five to seven the sex drive of the child 
remains suppressed due to fear of social consequences and he 
docs not consciously take part in any talk about sex. This 
suppression is neither sudden nor complete. Education subli¬ 
mates the sex urges and his energy is directed to learning, read¬ 
ing and writing. The child also acquires moral ideas and 
ideals of the family and the society to which he Ixdongs and 
learns to behave according to social standaids. The sex urge 
lies dormant in this stage, and satisfaction and pleasure is 
4 obtained through play activities, games and sports. If their 
parents try to show affectiqn toward them by kissing them they 
are very much confused. At this stage they show no signs of any 
sex behaviour. Some psychoanalysts are of the view that even in 
this latency period some children do indulge in sex behaviour 
like masturbation which should be considered a regression to the 
earlier stage. Repression of sex in this stage is often the 
cause of unconscious mental conflict. Children arc really very 

good at this age and often criticize the behaviour of their own 
parents. 


At tins Stage the attitudes of love and affection toward the 
parents ,s replaced by that of devotion and respect. Ideas of 
haired and hostility which were found in the early stage tend 

Th d “t?5“ r a, .‘ d thtr ' “ Slealer 8 uod -' vi11 and friendliness. 
The child no longer beheves his parents to be all powerful 

and to a large extent is influenced by his companions and class- 

mates. Parents often complain they are neglected by their 

hddren, the latter respond more t„ their friends than their 
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Xv not are t* **"" in fairy and day-dreaming 
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interested in the abstract, but in adding to their stock of know- 
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ledge about the external world. Thus because of increased ihteiest 
in the social and material environment the sex drive of young 
people in this stage is not strong and lies dormant. 

The genital stage 

The period of latency is followed by the genital stage. 
With the onset of puberty young people’s sex drive is revived 
and greatly strengthened, and they begin to take strong interest in 
their genitals. Usually they develop affection and attachment foi 
members of their own sex. Masturbation is common in this period 
and homosexual tendency is common. One reason may be that 
boys and girls arc not allowed by society to mix freely with cacli 
other, as there are social talioos and inhibitions. In adolescence 
there is plenty of sex jokes. Both Imys and girls begin to take 
pride in themselves and satisfy their sexuality by loving themselves. 
Of course heterosexuality also emerges and the young poison 
begins to dream of the kind of person he would like to have for , 
his or her partner in life. In son.* cultures such thinking is 
encouraged so that young people arc prepared for the later family 
life but in India where marriages are arranged they arc not 
encouraged to think in that direction. There j s great interest in 
iKnsonal appearance and Irotli boys and girls arc very particular 
uliout how they look and what clothes they wear. Then interest 
in the other sex sharpens and they are very self-conscious in the 
presence of members of the other sex. 

Sexual abnormality 

'Ihc normal development of sex through the several stages 
has been briefly indicated alxivc. Any departure from the 
normal is considered a perversion of sex. Sex is one of t e 
most important biological functions and its expression and ful¬ 
filment in ways and channels other than the normal is con¬ 
sidered with horror and is judged as depraved and sinful. 
Normal people do not realize the range, complexity and irnpoi - 
ancc of sexual perversions and consider then, with a good dea 
of abhorrence. It is because a frank and objective discus¬ 
sion till recently was considered indecent and undesirable. Ih. 
prejudice applied even to medical men. All literature abou 
sex, even the right and sane type, was taboo, and young 


people were not given any knowledge or instruction about this 
most important biological function. It was Freud who laid bare 
the psychophysical processes underlying sexual behaviour and 

its abnormalities. 

Sexual perversions stand for those types of behaviour in 

which release from sexual tension is obtained from practices and 
objects other than those of a normal sexual person. These practices 
are associated with objects other than those with which sex 

behaviour is normally associated. They may involve contact 
of sex organs with other parts of the body like the mouth 

or the anus. Our conception of abnormal sexual behaviour, 
perversions or deviations depends also on our cultural standards. 
Kissing, polygamy, polyandry, prostitution and the like may be 
considered quite normal among certain people but may be con¬ 
demned as deviations or perversions in another. Ignorance 
and hush-hush attitude toward sex is so widespread that our 
knowledge about sexual behaviour and its perversions is very 
scanty. Even within the same culture sex behaviour varies so 
widely from one class to another that it is difficult to say what 
constitutes abnormal sex behaviour. So a very general view is 
taken of sexual perversions that they are types of behaviour 
m which the individual knowingly seeks sex satisfaction and 
.pleasure from objects other than those from which ordinarily 
normal people derive sex satisfaction. 

Sex perversions are a long list : 

1. Impotence and frigidity. 

2. Satyriasis and nymphomania. 

3. Incest. 

4. Masturbation. 

5. Homosexuality. 

6. Pedophilia. 

7. Bestiality. 

8- Exhibitionism. 

9. Fetishism. 

10. Necrophilia 

11. Sadism. 

12. Masochism. 
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Some of them like masturbation are so common that it is not 
correct to describe them as perversions but they are included 
because society does not consider them normal. These devia¬ 
tions or perversions may be classified into three groups :• 

(1) Those which are concerned with too intense or too 
weak a desire for sex gratification. 

(2) Those which involve normal biological behaviour but 
are not approved by society. 

(3) Those which are abnormal because their sex behaviour 
is directed toward an undesirable object. 

We shall describe some of them briefly and others in detail 
according to their seriousness or their incidence in society. 


Impotence and frigidity 

Impotence refers to the inability of the individual to obtain 
sex gratification. Unless it is due to physiological defect or 
impairment reasons for impotence are almost always psycho¬ 
logical. No doubt worry, fatigue and various types of illness 
cause impotence but such effects are only temporary, and 
prolonged impotence before the age of 55 is rare. The im¬ 
portant psychological factors contributing to impotence arc fear, 
lack of emotional nearness to the sexual partner or homo¬ 
sexuality. In many young people excessive masturbation produces 
strong feelings of guilt and shyness. They not only feel inferior 
in the presence of members of the opposite sex but are afraid 
they would be inadequate in sex behav our. Similarly, worry over 
business failures or over threats of social disgrace leading to 
violent emotional conflicts may cause temporary impotence. Or 
may be that sex desires arc centred round members of the same 
sex resulting in a loss of feeling or even repulsion for members 
of one’s own sex. Homosexual tendencies may cause impotence. 
Among men sex drive is connected with masculinity and strength 
and physically weak may develop strong feelings of inferiority, 
self-devaluation and impotence. They may be led to believe that 
they are not adequate, that something is wrong with them and 
that they cannot achieve marital happiness. Such people usually 
develop impotence. 
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Frigidity in the female is the counterpart of impotence in 
the male. But though impotence is not so common frigidity is very 
common. It is estimated that thirty per cent of the women arc 
partially or completely frigid. If frigidity is not due to physio¬ 
logical defects the causes are essentially psychological, and relate 
to blocking of the sexual desire due to violent emotional conflicts. 
Some of the important causes of frigidity are undesirable early 
training, lack of emotional nearness of the marital partner, 
marriage to an unsuitable partner, fear of pregnancy or homo¬ 
sexual tendency. In many homes sex is described as lustful,.bad 
and sinful and it has a serious reaction among girls who learn to 
shun it. A healthy, sane approach goes a long way to correct such 
attitudes and the resulting frigidity. 


Satyriasis and Nymphomania 

Satyriasis means excessive sexual activity on the part of the 
male and nymphomania means similarly excessive activity on the 
part of females. Their sex desires are intense and continuous, 
and all their behaviour is centred round sex. Their thinking, 
interests, jokes and general conversation are almost completely 
occupied with sexual themes. Such cases arc almost always 
psychological and their abnormal sex interest may either be pro¬ 
viding them with an escape from their problems, or a compen¬ 
sation for various frustrations oi a means of impressing others 
with their strong masculinity or feminity. Such abnormal people 
frequently change their marriage partners and their domestic life 
is seldom happy. Often hostile desires against members of the 
opposite sex are present and the partner is very often rejected or 
punished after some time. 


Incest 

Incest refers to sexual relations between certain family 
members such as are not permitted by our cultural norms as 
for example between brothers and sisters or parents and sons 

young people often dream 
of sex relations with brothers or sisters, mother or father but 

in actual life such relations are not common. Among Hindus 
mamag« between cousins are also prohibited, and in certain 
castes one may not marry in his own sulwcaste. It is argued 
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that such prohibitions have a biological basis as they involve 
the danger of in breeding such as the introduction of defects in 
the stock. On the other hand marrying outside the family and ^ 

the sub-caste has definite advantages. It means associations with 
a larger group of people leading to economic and social advan¬ 
tages. Incest may lead to rivalries in the family. The very 

fact that it is revolting to the conscience of people of many 
cultures makes it very uncommon. 

Masturbation 

It refers to the stimulation of one’s own genital organs 

to obtain sexual pleasure. Though it is very strongly condemned 
it is a universal characteristic in infancy and puberty, and 
modern psychologists and medical men are not inclined to 
treat it us pathological. It is the most common outlet in pre¬ 
marital years and even among adults, and we may say that 

it is generally resorted to when opportunities for hetero-sexual 
relations arc not available. That is why many progressive 

people eager to recognize the basic urgent needs of men and 
women are inclined to treat masturbation as normal. Many 
studies based on questionnaires reveal that about 90 per cent 
males and 80 per cent females remember masturbation experiences 
of younger days. Society strongly disapproves of it and it is 
likely that in many people the very memory of the experience 
may have been repressed. Psychiatrists and psychologists take 
a very sane view of the practice and insist that the feelings of 
fear and guilt associated with the practice should be removed 
in the interest of mental health. However, it involves a real 
danger in so far as if excessively indulged in it may impair health 
and interfere with the establishment of normal marriage rela¬ 
tions. Or the fear or feelings of guilt associated with it may 
grow intense and lead to personality defects of serious nature. 

Education both in the home and the school has taught us all 
that it is a sinful and wicked practice which will undermine 
our health, weaken our intelligence and eyes and lead to many ^ 
kinds of mental and physical ailments and diseases. Religious 
and social reformers have built such a horrible attitude to 
it that there is a widespread impression at least among the 
young people that respectable people do not indulge in this 
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practice and, therefore, self-control is the highest virtue which 
young people must cultivate. The ideals of Brahmacharya are 
preached ad nauseam, and though they are commendable they 
indirectly help to build among young people very wrong attitudes 
to masturbation. Young people feel very guilty, promise 
that they will never do it again and it only adds to their ten¬ 
sion and failure. Often they are led to believe that they have 
no strength of character, to fear that they are doing themselves 
the greatest harm and to develop feelings of guilt and inferiority. 
Then they may also be afraid that the consequences of their 
immoral behaviour may be found out by others. 1 he fear of 
social disapproval and scorn makes matters worse for them, inter¬ 
feres with their healthy adjustment and creates problems of marital 
maladjustment. 

Again there arc certain conditions under which mastuihation 
is very undesirable. It may Ik* the result of the young person’s 
loneliness, unhappiness and unwantedness and he may be trying 
to compensate through masturbation. Boys snubbed in the 
class, unable to afford luxuries which others have or coming 
from backward or poor homes feel frustrated, hostile and inade¬ 
quate and may seek compensation through masturbation. 

Thus masturbation is not pathologiral as such but becomes 
so when it is closely associated with feelings of guilt, worry and 
self-devaluation. 

Homosexuality 

It refers to sex and love relations between members 
' of the same sex and is certainly the most frequent and from 
the point of view of psychiatry the most important of the per¬ 
verse sexual relationships. It is found in all ages and in all 
cultures and affects many individuals who to all appearances 
are normal. Some of them are highly productive and intelli¬ 
gent Society treats them with contempt and guards against 
* them Not only are they victims of personal conflicts lmt also of 
socta conflicts. Homosexuality is almost as widespread among 
lemales as it is found among males though society takes less 
notice of t ,,s abnormality among females and eve,, condones it 
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Many states award very severe punishments to homosexuals 
when detected though in western countries a more lenient 
view is being taken of this abnormality, but modern abnormal 
psychology holds that this abnormality or deviation cannot be 
stopped or corrected by punishments, however severe. Society 
considers it a great crime and sin and people are not at all 
prepared to forgive or condone this perversion. Here is a conflict 
between laws and psychology. 

We usually divide people into two sexes but homosexuality 
has upset this classification. Homosexuals are not stimulated 
by genitals of the opposite sex nor are they attracted by 
them. They are not interested in procreation. Freud stresses 
that but for this perversion such people are at a much higher 
stage of intellectual and moral development. 'I heir claim is 
that they belong to a “third sex”. 

There is no doubt that homosexuals aie grossly misunderstood 
and some people consider them to be a sort of social plague. 
Naturally it is difficult for such people to make adequate and 
satisfactory adjustments in work, marriage or social life. 
Many live in continual fear of being found out, of loss ot 
employment and of social disgrace. Others have a strong sense 
of guilt and feel insecure and fearful. Some of them, however, 
boast as Freud has pointed out that they belong to a higher 
sex. Because many great men have been homosexuals these, 
people claim that their perversion is a symptom of greatness. 

Some scholars have conducted experiments with animals and 
birds by depriving the males the company of females for a pro¬ 
longed period of time. They found that such male animals 
developed homosexuality and tried to have sexual relations and 
satisfaction from males. Later when they were restored to the 
company of females some of them avoided them and continued to 
enjoy the company of males. It is common that homosexual 
relations grow in social situations like schools, camps, prisons and 
the like because of the lack of opportunities for heterosexual 

relations. 

Some attempts have been made to show that homosexuality 
is a hereditary defect but such attempts are deliberately made to 
establish that this perversion cannot be cured, it cannot be 
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changed or reduced and in any case the homosexual is not to be 
held responsible for it. But such an attitude does great injustice 
to homosexuals for some of them are eager to get nd of 
this perversion and can be cured by psychiatry. It is not the 
fault of heredity, it is neither a disease nor an inborn detect. 
It is simply a perversion of the sex drive. Homosexuals 
are anxious to win the sympathy of others by calling them¬ 
selves unfortunate victims of heredity but the way they hanker 
after sex gratification and the amount of time and energy 
they spend on it show that they are escapists who want all the 
pleasures of sex without its responsibilities of procreation. 
If great men suffer from any disease like plague or flu it 
does not mean that these diseases are on that account desir¬ 
able. Homosexuals are not normal and their social sense is not 
healthy. 

Hirschficld regards them as belonging to the third sex, 
different from both men and women and traces homosexuality to 
certain influences on the fetus before birth. This is the orthodox 
view that homosexuality has a constitutional basis. It may 
be due to gepetic inheritance or to physiological imbalance 
of the endocrine glands. Opposed to this is the psychological 
viewpoint in which emphasis is laid on the psychological factors 
and which is largely accepted by psychiatrists and psychologists. 
The constitutional view is based on evidence from histories of 
certain families in which this perversion is found in many genera¬ 
tions and from investigations into glandular activity showing high 
percentage of feminine hormones in males and masculine hormones 
in • females. But against this view it may be urged that many 
heterosexual people change over to homosexual and vice versa, 
and endocrine imbalance may often be found among people who 
are not at all homosexual. In fact some people claim that 
glandular imbalance may be the effect rather than the cause of 
sexual behaviour. It is true that many homosexuals use the consti¬ 
tutional argument to rationalize and condone their perversion. 

Some of the important psychological factors leading to homo¬ 
sexuality are early homosexual experiences, bringing up a girl 
as a boy or a boy as a girl depending on the ardent wishes of 
the parents, close identification with the parent of the opposite 


sex, unhappy social experiences with members of the opposite 
sex, frustration of prolonged nature with marriage relations 
and the like. Certain mental diseases like alcoholism, schizo¬ 
phrenia often predispose patients to homosexuality though no 
causal connection is known to exist between them. 

The treatment of this perversion is rendered very difficult 
by deep-rooted prejudice in society that this perversion is a 
crime and the hatred and horror in which he is held. Nor are 
the homosexuals too eager to be cured. 1 he few that are have 
been helped by psychiatry to change over to healthy marriage 
relations. T he present mood of the society to track down such 
criminals and imprison them is hardly helpful to a constructive 
social campaign to reclaim them. 

Pedophilia 

This refers to sex behaviour directed toward a child or 
an immature person. The incidence of this perversion is not 
large and both men and women have been found practising it. As 
some of them are quite normal, it seems to be a matter of faulty 
psychological development which somehow has interfered with the 
normal sex relations. Fear of rejection and humiliation by grown¬ 
ups may be another cause of pedophilia. Senile alcoholics may 
be found guilty of such a perversion. Society considers it a very 
serious offence and in most states it i.s punishable by long periods 
of imprisonment, and it seems just to do so as such perverts may 
cause not only physical injury hut also very serious mental damage 
to young people. 

0 

Bestiality 

It refers to a perversion in which animals arc used for 
sexual excitation and gratification. Large domestic animals 
like dogs, cats, calves and sheep have been so used. I he lack 
of heterosexual opportunities in many secluded places i.s one 
of the main pre-disposing causes and often very affectionate 
lx>nds are established between the person and the pet animal. 
Another cause may be lack of adequacy or confidence in approach¬ 
ing members of the opposite sex. Some psychotic patients may 
also be found guilty of this offence. 


Exhibitionism 

This perversion refers to the excitation and gratification 
of sex urges by exposing genitals in public and sem.-pubhc 
places usually to members of the opposite sex. Sometimes this 
show is accompanied by all sorts of indecent gestures but more 
commonly it is only the exposure which is more important. 
This perversion is most common and in western countries it is 
most common in summer months. Young adult males are the 
main offenders. It is rare among women, and the police cases 
that are reported involve mostly men. May be that women 
cases are not reported. Pre-adolescent boys are usually guilty of 
it. Often the excitement and apprehension accompanying exposure 
makes the sex gratification more intense. 

There are three factors which may be said to lead to such 
exhibitionism. In the first place the person’s approach to 
sex is very immature marked by inadequacy and inferiority, 
shyness and over-attachment to mother. Secondly he may be 
suffering from castration complex and has a strong need to 
show that he is very masculine. Thirdly, the individual may 
have hostile altitudes toward members of the opposite sex and 
his exhibition may accord him an outlet for his hostility. In 
such cases he may knock down the victim after the show of 
genitals. Or it may be just lack of intelligence and feeble¬ 
minded people or alcoholics may be indulging in this perver¬ 
sion because they have no sense of its undesirability. Such 
cases should not be published and they can be treated by a 
psychiatrist without much difficulty. 

Necrophilia 

It refers to sexual excitation and gratification by sexual 
relations with a dead body. Although this perversion was known 
to the ancient people it is of very rare occurrence and is associated 
with severe types of mental disease. 

Sadism 

Sexual behaviour involves display of affection by kissing 
or fondling the sexual object but in sadism the individual is 
so perverted that he obtains sexual gratification by inflicting 
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pain on the object of his sexual gratification. The term 
is derived from the name of Marquis de Sade (1740-1814) who 
for sexual purposes inflicted such inhuman cruelty on his vic¬ 
tim that he was considered insane and treated as such. Today 
the term is used in a general sense to include all types of cruelty 
involving infliction of pain to obtain sex gratification. Such 
cruelty may be physical as in biting, whipping, pincjiing or 
verbal as in throwing humiliating remarks at the sexual partner. 
Sadistic behaviour occurs on the part of n.ales and may vary from 
mild biting and pinching to serious mutilation or even murder. 

In most cases such sadistic activities later lead to actual sexual 
relations but in some cases the sex gratification is obtained from 
the infliction of cruelty itself. Many sex murders show that the 
victim is not molested and the offender drew satisfaction from 
physical injury lie inflicted on the victim. I.et us consider some 
of the important factors involved in sadistic behaviour. 

I lie most important factor is the general aggressive and 
hostile attitude toward others, and sexual sadism may be consi¬ 
dered an expression of that general attitude. Human nature has 
destructive and hostile urges which to some exterit give us a com¬ 
pensatory feeling of power, superiority and importance over others. 

Some people have feelings of revenge against the whole world 
Ih- cause they were ill-treated by others in early life and they 
cxpiess their sadistic and revengeful hatred in many areas including 
that of sex. 

Some people are brought up in extremely puritanical atmos¬ 
phere and they consider all sex as sinful and degrading and as 
such they may derive satisfaction from inflicting injuries on 
members of the opposite sex. By such sadistic behaviour they 
express their contempt and their sadistic behaviour is a sort of 
punishment to the other person for engaging in sexual 
behaviour. 

In the experience of some people sexual excitation is asso¬ 
ciated with the infliction of pain. In their young age they may 
have heard stories of assault on women by men or of cruelty 4 

to animals and such experiences may have roused sexual feelings 
unknowingly It is only a case of strong, emotional situations 
being associated with sexual excitation, specially during the 


period of adolescence Usually young people grow out of them 
but in some such associations may become stable and permanent. 

Sadistic behaviour may also grow out of the castration com¬ 
plex, that is, out of fear centering around injury or deprivation 
of the genitals as punishment for forbidden sexual desires. Some¬ 
times the individual may be over-anxious to impress the member 
of the opposite sex that he does not lack masculine vigour or 
sexual potency and may inflict injuries to demonstrate that. 
Many sadists are under-sexed, timid and effeminate creatures 
and resort to sadistic activities to rouse themselves and their part¬ 
ners to more intense sexual activities. 

Some scholars have tried to show sadism to be due to glan¬ 
dular imbalance, that is, defective secretion of the ductless glands 
of the body but such explanations do not go far and are not now 
accepted. Its origin must be sought in the early experience of 
the individual, that is, it must be tackled on a psychological 
level. 

Masochism 

In masochism the individual obtains sexual excitation and 
gratification by inflicting pain on himself. Just as the term 
sadism has been used in a broad sense so the term masochism is 
being used in a wider sense to include bearing hardships and 
physical pain, flogging oneself to achieve religious expiation 
and purification, pleasure from self-denial. Here wc shall con¬ 
fine ourselves to considering masochism as a form of sex per¬ 
version in which the individual enjoys physical pain being 
inflicted on him and this enjoyment involves sexual excitation 
and gratification. 

Masochistic behaviour may vary from fantasies of ill-treatment 
to pain inflicting activities like cutting, pushing needles into 
one’s body, spanking or abusing all of which are sexually stimulat¬ 
es- This type of behaviour is more common among women than 
men. It may be because in our culture women have to be more 
submissive than men in matters of sex and this submissiveness is 
related to pain and suffering. Four factors are said to work in 
masochistic behaviour. In the first place it may be claimed that 
masochistic behaviour is one example of the general masochistic 
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approach which the frustrations and defeats of life force upon 
us. We take the sting out of the reverses and misfortunes of 
life by plunging ourselves in misery and pain. Many religions 
like Christianity and Hinduism have sung the purifying virtues 
of pain and suffering as a means of achieving purification of 
the soul. Self-sacrifice is highly commended as one of the 
highest virtues in all faiths. When religious atmosphere is 
full of such thoughts people are most likely to develop atti¬ 
tudes of shame, guilt and degradation towards sex and the maso¬ 
chists have to pay the penalty for sexual pleasures. Only 
they pay the penalty before and not after the sexual activities. 
He may not like to suffer hut such pain as he inflicts on 
himself makes sexual excitation and gratification easier. 
Secondly, as in sadism early experiences of the individual may 
he full of associations of sex with pain and he may have been 
reading stories and novels concerning masochistic behaviour or 
emotional situations in life may have been very violent and 
given him both pain and sexual excitement. Or his or her first 
sex experience may have been very painful. Many neglected 
children are severely punished and such punishment is the only 
attention and interest which their parents give them. Naturally 
they look upon punishment as a way of securing parental love 
and affection. Such people would like to he beaten or given 
pain by their marriage partner before they can have sexual 
gratification. 

Thirdly, love expressions like being crushed in arms or 
smothered with kisses show that slight physical injuries may often 
increase sexual excitation and gratification. In women such 
emotional excitement as accompanies infliction of physical pain 
helps to increase sexual stimulation and satisfaction. 

Fourthly, masochistic behaviour may be a reaction to sadistic 
activities. When sadism is repressed it finds outlet in masochism. 

Treatment and Prevention of sexual perversions 

There are two aspects of sexual deviations and perversions, 
one to treat and cure the individual and the other to protect society 
from the harm such sexual deviants do. The latter is achieved in 
a general way by locking up the sexual pervert in a jail for 
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a long term, but it will be readily seen that this is not a very 
commendable way of treating him. It is only a way of getting 
rid of the problem and not of solving it. Ultimately any society 
will have to face the problem of treating and curing such people 
back to normal life and behaviour. It is obvious too that 
treatment will have to vary from one type of deviation to 
another and will also depend on the type of personality organi¬ 
zation a particular individual has developed. The treatment of 
impotence in a normal individual will be different from that 
of a homosexual or a sadist. However, the broad general types of 
psychological treatment to be described hereinafter will apply. 
The individual will have to be helped to obtain a clear and 
deep insight into his problem, his emotions will have to be 
re-educated to express themselves in a healthy normal channel so 
that he learns to accept the normal outlets of sexual behaviour. 
Modern psychiatry has made considerable progress and the workers 
in the field are doing yeomen’s service in reclaiming sexual 
offenders in all progressive countries. As a result of the spread 
of psychological knowledge society is also able to give more 
understanding and sympathy to sexual offenders. 

It is often argued not without justification that with the 
spread of psychological knowledge a better understanding of 
abnormalities of sexual behaviour will prevail and will promote 
better understanding and appreciation of the difficulties of 
sex perverts, give these perverts insight into their abnormal 
behaviour, improve methods of upbringing in the family, make 
sex instruction more rational and fruitful and help to remove 
those psychological influences which induce sex abnounalities. 
Attempts are being made in progressive countries to set up hos¬ 
pitals for the treatment of sex disorders and with the reduction 
or decrease of social taboos about sex it should be possible to 
reduce the incidence of sexual deviations. 

QUESTIONS 

1. Describe the main stages in the psychosexual develop¬ 
ment of the individual. 

2. Describe the oedipus complex. What factors lead to 
its development? 
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3. What are the main abnormalities of sex behaviour? 
Give a brief account of each of them. 

4. Discuss the factors working in masturbation and homo- 
sexuality. Are such factors constitutional or psycho¬ 
logical? 

5. Distinguish between sadism and masochism and explain 
the factors operating in these sex perversions. 

6. Discuss in a general way the nature of sexual abnor¬ 
malities. What in your view are the general causes 
of such abnormalities? How can they be best treated? 






CHAPTER 6 


Psychopathology of Everyday Life 

In everyday life on different occasions we make such mis¬ 
takes about which we are surprised and for which sometimes 
we feel sorry. When those mistakes are made we are not con¬ 
scious of them but as soon as we have made them wc begin to 
realize our mistakes. There are slips of the tongue and there 
are slips of pen. Addressing a very familiar person wc may 
address him by a wrong name or we may not be able to recall his 
name just at the moment when we need it. Often we want to 
write one thing and write another or read something different 
from what is written Similarly there are several bodily 
actions which are performed without knowing, as for example 
biting one’s nails, picking one’s nose, shrugging shoulders or 
sucking thumb among children. Few people do these things 
knowingly or willingly, there is an inner compulsion to do 
them. There is no doubt that such activities arc found in 
many normal persons but Freud has called them abnormalities 
of daily life. They represent psychopathology of daily living. 
Many other scholars have tried to explain them by disturb¬ 
ances of the blood circulation, as due to inattention, chance 
or mental conflict but their explanations do not go far. People 
indulge m these activities even when they are free from 
these factors. Such actions arc normal in the sense that they 

nanilTh ” ^ T’ al pcrsons ’ and "“V “ not accom¬ 

panied by any mental dotations. But they arc abnormal in 

behaviour Ind * Can " 0 ' * “ plained by normal conscious 
^nc n”I s T r SOUrCC a " d ° r * in h “ ■* f °- d i" the 

determined by unconscious thoughts, wishes and desires This 
has been revealed by psychoanalysis. 

Let us discuss some of the important kinds of mistakes. 
Forgetting 

view^tprS TZ T t " Freud * ° f - 

F the most important factor. It is very 
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powerful too. When we are unable to explain forgetting by 

any other cause we have to explain it by repression. Those 
thoughts and wishes which are painful and embarrassing, which 
humiliate us and injure our self-esteem we push them into the 
unconscious. Some painful and embarrassing memories cannot 
be forgotten even with our best effort ; it means that we do 
not have the capacity to repress them or some other thought 
or wish is being supported by this memory. When we are 
unable to recall the name of some very close friend, on psycho¬ 
analysis it is found that its reason was lying concealed in 

the unconscious. Often we excuse ourselves by saying that 
proper names are always difficult to remember. But Freud 

argues that there is always some reason for such forgetfulness. 

When some false name is substituted it is not mere chance that 
is working nor is memory functioning in a very arbitrary manner. 

The substitute name has some definite connection with the 

real forgotten name, and there is a motive in forgetting 

though it is unconscious. A person forgot the name of a town 
from where his friend brought some beautiful flower pots for ^ 

him. He could not recall the name though he remembered ^ 

perfectly well the name of the friend who brought the flower 
pots. On psychoanalysis it was revealed that the name of the 
town was associated with a river in which one of his dear rela¬ 
tives was drowned under tragic circumstances, the name 
was associated with very painful memories and these prevented 
the recall of the name of the town. 

We often forget to pay bills or to post a letter. We often 
forget to pay debts. Such faults of memory occur in spite of 
our firm resolve to remember doing such acts. Just when the 
time for carrying out our resolve arrives wc conveniently for¬ 
get it. We may make up our mind to write a letter to a certain 
person but when we sit down it escapes our mind and we get 
busy with something else. If we do sit down to write it we may 
not complete it and if we complete it, it may remain lying on 
the table before it is posted or may be left unposted in some ^ 
pocket. On some occasions we forget to write the address on 
such letters or to stamp them adequately. We are obviously not 
opposed to the writing or posting of such letters but repeated 
mistakes clearly show that in our behaviour there was a clear 
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ndency against them. When we forget the requests of some 
' )ar friend or the purchase of some articles specially advised by 

; ,e wife it is indeed some repressed wish or desire that we arc 

. ying to gratify. May be that we do not recognize or accept 
ie importance of such people or their requests or we overestimate 
or own importance to the neglect of others. Some repressed 
lotive, desire or wish is the cause of such mistakes and it does 
ot let the individual behave according to his conscious ideas 

md wishes. 

Every beloved is a good psychologist and believes that her 
lover really does not wish to act according to her wishes and 
desires when he forgets to carry them out. That is why they do 
not bear any neglect on the part of their lovers. 

Another example of such forgetting is the neglect of intentions 
and resolutions carefully formed. 1 he individual has made up 
his mind to go to the market to make purchases for the family 
in the evening but his officer calls him and explains to him 
the urgency of some official work to be done. He himself is 
r- clear at the moment that the official work is much more important 
though he does not like that programme for the rfiarket should 
in any case be changed. Throughout the afternoon his mind was 
full of his resolutions both private and official. He did accept 
to do the official work without hesitation and he had no wish 
to' ignore it but at the appropriate time he clean forgot to 
carry out the wishes of his superior. He had to bear a lot of 
rebuff and humiliation at his hands and he was full of genuine 
regret but psychoanalysis revealed that he really did not wish 
to carry out the officer’s order and banished it into the uncon¬ 
scious, that is, repressed it. 

One may forget the order of words and reproduce a poem by 
substituting a number of words in it. Such imperfect reproduc¬ 
tions, with variations and gaps, arc often put down to accident or 
faulty memory. Freud believes that they have a definite mechanism 
^ and are caused by repressed wishes and ideas. Brill reports of a 
brilliant young woman who in the course of a conversation 
J recited : 

In thy western house of gold 
Where thou livest in thy state, 
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Bards, that once sublimely told 
Prosaic truths that came too late. 

She hesitated many times during the recitation, being sure that 
there was something wrong with the last line. On looking up the 
book' she found that not only the last line but even in other lines 
there were many other mistakes. The correct lines were : 

In thy western halls of gold 
When thou sit test in thy state 
Bards, that erst sublimely told 
Heroic deeds and songs of fate. 

Words in italics are those that were forgotten and replaced 
by others during the recitation. 

The lady put it down to failure of memory but when asked on 
what occasion she memorized the lines she could not recall, 
said she was a teacher of elocution and had to memorize a good 
deal. It was suggested to her that when one is in love he or 
she is most likely to over-estimate the personality of one in 
love. "Was she in such a state for the lines do over-estimate 
personality of the lover?” She admitted she was and narrated 
how she fell in love with a young man she met in a theatrical 
performance. "He was training for a threatrical career and 
had all the desirable attributes for it. He was well-built, 
fascinating, impulsive, very clever and . . . very fickle-minded. 
She was warned against him but she paid no heed, attributing 
it all to the envy of her counsellors. Everything went well for 
a few months, when she received word that her Apollo, for 
whom she had memorized those lines, had eloped with and 
married a very wealthy young woman. A few years later she 
learned that he was living in a Western city, where he was taking 
care of his father-in-law’s interests." 

Brill continues : "The misquoted lines are now quite plain. 
The discussion about the ovcr-cstimatioh of personality among 
lovers unconsciously recalled to her a disagreeable experience, 
when she herself over-estimated the personality of the man she 
loved. She even thought he was a God, but he turned out to be 
worse than the average mortal. The episode could not come to 
the surface because it was determined by very disagreeable and 


painful thoughts, but the unconscious variations in the poem 
plainly showed her mental state. The poetic expressions were 
not only changed to prosaic ones, but they clearly alluded to tie 

whole episode”. 

Such forgotten or distorted material becomes connected 
through some associative road with an Unconscious stream of 
thought which gives rise to the influence that comes to light as 

forgetting. 

Freud refers to his own experience : “When I analyse those 
cases of name-forgetting occuriing in myself, I find almost 
regularly that the name withheld shows some relation to a theme 
which concerns my own person, and is apt to provoke in me 
some strong and often painful emotions”. 1 

Another example from the same source : 

“A patient requested me to recommend to him a sanatorium in 
the Riviera. I knew of such a place very near Genoa, I also 
recalled the name of the German colleague who was in charge 
of the place, but the place itself 1 could not name, well as 
I believed I knew it. There* was nothing left to do but ask 
the patient to wait, and to appeal quickly to the women of the 
family. 

“Just what is the name of the place near Genoa where Dr. X 
has his small institution in which Mrs. So-and-So remained so 
long under treatment?” 

“Of course, you would forget a name-of that sort. The name 
is Nervi.” 

“To be sure I have enough to do with nerves”. 2 

Mistakes in speech or slips of tongue 

Slips of tongue arc very common, we wish to say one thing 
and say quite another and sometimes it leads to very sorrowful 
results. Mayer and Meringcr try to explain such mistakes of 
speech on tire basis of similarities of phonetics but Freud does 
not accept their views. He is of the opinion that all such mistakes 
cannot be so explained. He attributes them to unconscious 

2 (Page 19, “Psychopathology of Everyday Life” by S. Freud, Collins). 

2 (Page 20, Ibid). 
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repressed wishes and desires. When a person says something 
different from what he intended to say he is certainly giving 
expression to his repressed unconscious wishes. 

According to Freud speech blunders should be explained by 
the same mechanism which operates in the forgetting of names. 
When the word disturbances cannot be reduced to sound disturb¬ 
ances, as in the substitution and contamination of words the cause 
of the mistake in speech must be sought outside the words and 
their context and in physical influences. Meringcr also admits 
this when certain words are substituted by others having the 
opposite meaning as for example what happened in the House of 
Deputies in Austria. The President was to declare the House 
“open” but instead he said : “Honoured Sirs, I announce the 
presence of so-and-so many gentlemen and, therefore, declarc'the 
session ‘closed.’ ” The general merriment first attracted his 
attention and he corrected the mistake. The probable explanation 
is that the President wished himself in a position to close 
the session, from which he had little good to expect, and the 
thought broke through at least partially resulting in the use 
of “closed” instead of “open” , that is, opposite of the state¬ 
ment intended. Freud says, “Numerous observations have taught 
me, however, that we frequently interchange contrasting words : 
they are already associated in our speech consciousness ; they 
lie very close together and are easily incorrectly invoked”. 1 
T he mistake is an expression of the inner contradiction in the 
mind of the President, of the inhibited thought or wish. Freud 
gives a few interesting examples from his own experience which 
arc repeated briefly : 

(a)“Seeing my daughter making an unpleasant face while 
biting into an apple I wished to quote the following couplet : 

“The ape he is a funny sight, 

When in the apple he takes a bite”. 

But 1 began : flic apel ...” This seems to Ire a contamination 
of “ape” and “apple” or it may be conceived as an anticipation of 
the prepared “apple”. The true state of affairs was, however, 
this : I began the quotation once before, and made no mistake 
the first time. I made the mistake only during the repetition 
which was necessary because my daughter, having been distracted 
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from another side, did not listen to me. This repetition with 
the added impatience to disburden myself of the sentence I must 
include in the motivation of the speech blunder. 

(b) A woman, speaking about a game invented by her children 
and called by them “the man in the box” said “the manx in the 
boc”. I could readily understand her mistake. It was while 
analysing her dream in which her husband is described as very 
generous in money matters—just the reverse of reality—that she 
made this speech blunder. The day before she had asked for a 
new set of furs, which her husband denied her, claiming that he 
could not afford to spend so much money. She upbraided him 
for his stinginess, “for putting away so much into the strong box” 
and mentioned a friend whose husband has not nearly his income, 
and yet has presented his wife with a mink coat for her birthday. 
The mistake is now comprehensible. The word manx ( vuinks) 
now reduces itself to minks which she longs for and the box refers 
to her husband’s stinginess.” 

(c) “Before calling on me a patient telephoned for an ap¬ 
pointment and also wished to be informed about my consultation 
fee. He was told that the first consultation was ten dollars ; after 
the examination was over he again asked what he was to pay, and 
added, “I don’t like to owe money to any one especially to doctors. 

I prefer to pay right away”. Instead of pay he said play. His 
last voluntary remarks and his mistake put me on my guard, hut 
after a few more uncalled-for remarks he set me at case by 
taking money from his pocket. He counted four paper dollars and 
was very chagrined and surprised that he had no more money with 
him, and promised to send me a cheque for the balance. I was 
sure that his mistake tatrayed him, that he was only playing 
with me, but there was nothing to l>e«*ione. At the end of a few 
weeks I sent him a bill for the balance and the letter was* 
returned to me by the post office authorities marked “Not 
found”. 

(d) I was to give a lecture to a woman. Her husband, upon 
whose request it was done, stood behind the door listening. At the 
Cn .j sermonizing, which had made a visible impression, I 

said, ‘Good-bye, Sir”. To the experienced person I thus l>ctrayed 


the fact that the words were directed towards the husband ; 
that I had spokert to oblige him.” 

(e) Two young women stopped in front of a drug store, and 
one said to her companion, “If you wait a few moments I will soon 
be back”, but she said movements instead. She was on her way 
to buy some castor oil for her child. 

These instances have been cited from Freud’s book to show 
that mistakes of speech are not due merely to similarity of sound 
but to other psychological factors which in the above cases are 
quite obvious. 

Slips of pen 

Mistakes in writing occur when we write things other than 
what we intended. A person writes a letter to another and 
hopes he is “happy and dissatisfied” instead of writing “happy 
and satisfied” which he really meant to write. The reason for 
his mistake was that he in his unconscious wished him to 
be dissatisfied instead of satisfied. His friend got the job he him¬ 
self had desired but failed to get, and that is why his unconscious 
desire found expression in his writing. 

A young woman addressed a married woman friend as Miss 
instead of Mrs. On psychoanalysis it was found that the writer 
of the letter did not really wish to see her friend married because 
she herself was desirous of marrying the person who was married 
to her. She knew very well about her friend’s marriage but 
her unconscious was not prepared to accept the lact. That is 
why she addressed her as Miss even though she knew her to be 
married. Such mistakes in writing express unconscious wishes 

and inner conflicts. 

Misprints 

Mistakes in printing may be due to the faults of any of 
the people working in the press, the compositor, writer, proof¬ 
reader, editor or printer, and it is difficult to see them as mistakes 
of any one person, but nevertheless they do reveal unconscious 
urges of the person who makes them. Even the most well- 
managed newspapers are not free from topographical errors and 
the editors have often to apologize for them. They cause lot o 
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resentment, humiliation and disgrace, but sometimes they do 
give expression to repressed desires and thoughts and occasionally 
they are very amusing A widely circulated weekly wrote, “Our 
readers will bear witness to the fact that we have always acted 
in a selfish manner for the good of the community.” Obviously 
the word unselfish was meant but the real thoughts broke through 
the pathetic speech with elemental force. 

Even the Bible has not escaped misprints and some of them 
have been of very serious nature. In 1631 edition the seventh 
commandment was printed to read, “Thou shall commit adultery” 
instead of “Thou shall not commit adultery” and the printer 
had to pay a fine of two thousand pounds for the omission. 
Authorities did not accept the plea that the mistake was accidental. 

Such mistakes occur in typewriting also and the mechanism 
is the same. 

An English newspaper reporting about the presence of a 
crown prince at some important function printed clown prince. 
When the mistake was noticed they expressed deep regret the 
following day and said that they did not mean clown prince but 
crow prince. Though they wanted to print crown prince their 
inner hatred and ill-will for the person made them commit the 
mistake again and again. How else can the repetition of mistakes 
be explained? 

Mistakes of recognition 

Mistakes of recognition have been explained in a number 
of ways but Freud explains them on the basis of repression and 
conflict in the unconscious and regards them as a kind of abnor¬ 
mality. They are generally of two kinds. In one kind we 
mistake one thing for another. Often one is so full of ideas 
of another person that anybody resembling him is readily mis¬ 
taken for him. Often children in the evening eagerly await the 
return home of their father and often look out in the direction 
in which he is expected. Many times they mistake another person 
resembling their father in some slight degree to be their father. 
Their over-eagerness is the cause of such faulty recognition. Often 
in a big crowd when we lose sight of a friend we wrongly address 
other persons by our friend’s name. Old mothers eagerly awaiting 



the arrival of their sons mistake every footstep to be that of 
their son. 

In the second type of mistakes of recognition the person is 
present but we fail to recognize or perceive him. The fact is 
that wc do not recognize a person because we do not wish to 
recognize him. On the road we have very often to apologize to 
some people for not observing or recognizing them ; the plain 
fact sometimes is that we did not wish to recognize them. Our 
unconscious wishes are working and are responsible for such errors 
of recognition. 

Mistakes of reading 

A woman who is very eager to get children always reads 
storks for stocks. Deep unconscious wishes burst into what we 
read and vitiate our reading. All of us have many experiences of 
misreading news in the daily papers and such mistakes are coloured 
by our own repressed wishes and desires. I told my wife that 
from next week our sugar ration was being reduced from 800 
grams to 400 grams but when she read the paper she contradicted 
me saying that it would be 800 all right. When we both checked 
it we found that she had mistaken the Hindi four for the English 
eight. Poor dear, her anxiety to have more sugar could not help 

showing. 

One of my students who had qualified that very year and was 
very eager to secure a job as lecturer in psychology brought me 
the daily paper that there was a job advertized and that I should 
write him a testimonial. On my asking him to show me the 
advertizement he scanned the Wanted Columns and could not 
find the needed advertizement. I took the paper from him and 
went through the columns myself and did not find such advertize¬ 
ment, but I hit upon one in which a lecturer for physiology was 
required and asked him if he had read that. He recognised the 
advertizement but was suprised to know his mistake. 

Forgetting inifncssions 

This is a very’ common experience with a good many of 
us. Wc are sure that there is a watch repairer, a pen shop 
or a general store in a particular street but when we walk 
through that street we do not find any. We are surprised but arc 
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not quite ready to accept that our impression was incorrect 
One of my friends casually visiting us asked me, “Since when has 
your wife started wearing glasses?” I replied, “I do not quite 
know, but she has been using glasses for the last ten years or so”. 

“No, last time I met her about three weeks back she was not 
using glasses”, he replied in surprise. 

Later I came to know that he had been telling his own wife 
not to get glasses because my wife was not using any. His wrong 
impression was unconsciously motivated by his wish that his 
wife should not wear glasses irrespective of her need. 

In social life a lot of misunderstanding is caused by wrong 
impressions formed about other people’s attitudes and views. 

A very important kind of such mistakes occurs when we mis¬ 
lay things. We are quite sure that we placed the keys on the 
table but they are not there. Somebody must have taken them and 
put them elsewhere. We search for them at all probable places 
where we feel we might have placed them but later when we find 
them we are convinced that we ourselves placed them where we 
have found them. It is a case of mistaken impression. 


Brill relates an interesting case. “A man was urged by his 
wife to attend a social function in which he really took no 

interest. Yielding to his wife’s entreaties, he began to take 

his dress suit from the trunk when he suddenly thought of 
shaving. After accomplishing this he returned to the trunk 
and found it locked. Despite a long, earnest search- the key 
could not be found. A locksmith could not be found because 
it was a Sunday evening so that the couple had to send their 

regrets. On having the trunk opened the next morning the 

lost key was found within. The husband had absentmindcdly 
dropped the key into the trunk and sprung the lock. He assured 
me that this was wholly unintentional and unconscious, but 
we know that he did not wish to go to this social affair. The 
mislaying of the key, therefore, lacked no motive”. 

* A f,° m * of . us are fami,ia r with the mislaying of spectacles, 
laid h nr,° ke K that , We need another P air ^ search the pair mis- 
ttJ fV PC * C i arC f ° Und in plaCCS Whcre the y ™uld not 

intention UCH Ca ” n0t bUt ** the acts of some “"conscious 
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Forgetting of intentions 

No other phenomenon shows so well that the lack of atten¬ 
tion is itself a symptom of inner conflict and repressed wishes as 
the forgetting of intentions. Freud defines intention as “an 
impulse for action which has already found approbation, but whose 
execution is postponed for a suitable occasion”. But certain changes 
may come about between its formation and execution, it may be 
revised or some elements may be omitted. We often explain such 
changes as adjustments of motives but this is leaving them un¬ 
explained. Freud holds that such changes are due to certain inter¬ 
fering factors such as repressed wishes and unconscious urges. The 
army does not make any distinction between forgetting and inten¬ 
tional neglect and rightly so. The soldier dares forget nothing 
that military duty demands of him. If he forgets in spite of this, 
it must be due to the fact that the motives which urge the execu¬ 
tion of action are opposed by contrary motives. He makes use 
of forgetting as an excuse. 

In the morning the husband promises to buy certain house¬ 
hold things on his way back home but he forgets. You promise a 
friend to do him a certain favour but at the right time you for¬ 
get. How many of us do not fail to remember such things as 
condoling the death of a distant relative, ^sending a formal con¬ 
gratulatory telegram to a formal friend or relation? Freud speaks 
of inner opposition to conventional duty, for such people never 
forget when emotional pressure is great and their own feelings 
are concerned. 

Brill cites an interesting example : “A patient found that 
she had suddenly become very negligent in her correspondence. 
She was naturally punctual and took pleasure in letter-writing, 
but" for 'the last few weeks she simply could not bring herself 
to write a letter without exerting the greatest amount of effort. 
The explanation was quite simple. Some weeks before she had 
received an important letter calling for a categorical answer. 
She was undecided what to say, and, therefore, did not answer 
it at all. This indecision in the form of inhibition was uncon¬ 
sciously transferred to other letters and caused the inhibition 
against letter-writing in general.” 

Often we form false resolutions. At the time they are 
formed we were quite sincere about them but later we found 
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that they contradicted our previous resolutions or our more abiding 
interest and we had no hesitation in dropping them. 

Mistakes of action 

Often the mistakes we make in action and behaviour are 
due to repressed desires and wishes. The action we wish to carry 
out in part or whole is done incorrectly or some other action is 
done in its place because it is consistent with repressed wishes. 
Freud holds that there is “some sense and purpose behind the 
slight functional disturbances of the daily life of some healthy 
people” Here are a few examples cited by Freud from his own 
experience : 

(a) In former years when I made more calls at the homes of 

patients Ilian I do now, it often happened, when I stood before 

a door where I should have knocked or rung the bell, that 

I would pull the key of my own house from my pocket only to 

replace it, quite abashed. When I investigated in what patient’s 
home this occurred. I had to admit that the faulty action— 
taking out my key instead of ringing the bell—paying a certain 
tribute to the house where the error occurred. It was equivalent 
to the thought “Here I feel at home” as it happened only where 
I possessed the patient’s regard. (Naturally I never rang my own 
bell.) 

The faulty action was, therefore, a symbolic representation 
of a definite thought which was not accepted consciously as 
serious. 

Breaking things, dropping crockery and using the wrong key 

to open a door are common errors of action but they are not 

as accidental as they are generally understood to be. They 

are really intentional if we take the unconscious factors into 
account. 

(b) My inkstand is made of a flat piece of marble which is 
hollowed out for the reception of the glass inkwell; the ink¬ 
well has a marble cover with * knob of the same stone. A 
arcle of bronze statuettes with small extra cotta figures is set 
behind the inkstand. I seated myself at the desk to write. I 
made a remarkably awkward outward movement with the hand 
holding pen-holder, and so swept the cover of the inkstand, which 
already lay on the desk, to the floor. 
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It is not difficult to find the explanation. Some hours before my 
sister had been in the room to look at some of my new acquisi¬ 
tions. She found them very pretty, and then remarked : “Now 
the desk really looks very well, only the inkstand does not match, 
you must get a prettier one.” I accompanied my sister out and 
did not return for several hours. But then, as it seems, I per¬ 
formed the execution of the inkstand. 

Did I perhaps conclude from my sister’s words that she intended 
to present me with a prettier inkstand and did I shatter the 
unsightly old one in order to force her to carry out her signified 
intention? If that be so, then my swinging motion was only 
apparently awkward ; in reality it was most skilful and designed, 
as it understood how to avoid all the valuable objects located 
near it. 

I actually believe that we must accept this explanation for 
a whole series of seemingly accidental awkward movements. It 
is true that on the surface these seem to show something violent 
and irregular, but on examination they seem to be dominated 
by some intention, and they accomplish their aim with certainty 
that cannot be generally credited to conscious arbitrary motions. 

Symptomatic and chance actions 

Chance actions differ from erroneously carried out actions 
in that they are carried out without any intention or pretext. They 
liave no aim or purpose and are executed without any thought or 
wish, just by chance, just to keep hands busy or be doing some¬ 
thing. Such information is often given to explain them and is 
readily accepted by those to whom it is given. They are insigni¬ 
ficant and do not attract attention. Freud calls them “sympto¬ 
matic” because he holds that they give expression to something 
which the actor does not suspect in them and which as a rule he 
lias no intention of giving out to others. They thus play the part 
of symptoms. 

Freud studied them in the course of his clinical practice 
and considers “symptomatic actions” a very suitable description 
of them. Anybody in the course of psychoanalytic treatment will 
come across a large number of them. 

Some people pull their moustaches, take off their rings, button 
and unbutton their coat, or wash their hands in the air again and 
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again. To all appearances they are indulging in these activities 
only by the way just to keep themselves busy but psychoanalysts 
know that such acts are symbolic of deep inner conflicts and 
repressed wishes. Freud found in the course of psychoanalytic 
treatment that a woman in cutting her nails cut into the flesh 
of her finger on which she was wearing her wedding ring. It was 
revealed later that she was not very happy with her husband and 
the chance cut was symbolic of her inner unconscious conflict. 
Generally the person doing these chance acts knows nothing 
about them, he is even unaware of them and their effects on 
others. He does not know that others notice how he buttons 
and unbuttons his coat again and again or how he jingles coins 
in his pocket. Such acts are significant to the psychoanalyst. 
The interpretation of these trifling chance actions, as well as 
the proof of their interpretation, can be demonstrated with 
certainty every time from the surrounding circumstances during 
the treatment and fioni the ideas that come to surface when 
these chance actions arc analysed. 

To the psychotherapist these symbolic actions are of great 
value for they reveal a great deal about the inner troubles of 
the individual and they are found in abundance in a healthy 
as well as a nervous person. Here is an example from Freud. 


“During a summer tour it happened that I had to wait several 
days at a certain place for the arrival of my travelling companions. 
In the meantime I made the acquaintance of a young man 
who also seemed lonely and was quite willing to join me. A 

'til all 3t k " aS *** ” atura < we should 

take all our meals and our walks together. 


On the afternoon of the third day he suddenly informed me 
that he expected ins wife to arrive by that evening's express , ia i„ 

was now arous ° d -» ** »■•»* 
o make V "? ' my t’cjcvled mv proposal 

of after- 
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The next morning we met in the foyer of the hotel. He 
presented me to liis wife, and added, “of course, you will break¬ 
fast with us.” I had to attend first to a small matter in the 
next street, but assured him that I would return shortly. Later 
as I entered the breakfast room, I noticed that the couple were 
at a small table near the window, both seated on the same 
side of it. On the opposite side there was only one chair, 
which was covered, however, with a man’s large and heavy coat. 
I understood well the meaning of this unintentional, none the 
less expressive, disposition of the coat. It meant this: “There 
is no room for you here, you are superfluous now”. 

The man did not notice that I remained standing before the 
table, being unable to take the seat, but his wife noticed it and 
quickly nudged her husband and whispered : “Why, you have 
covered the gentleman’s place with your coat.” 

Critical Comments. 

Freud has given a number of examples of daily deviations 
in which more than one factor operates and the list of daily 
abnormalities described above indicates the various ways in which 
repressed unconscious wishes which we do not acknowledge 
influence our mistakes, chance errors or acts, misplacing of 
objects and the like. Freud is quite clear that these are the 
result of unconscious motivations. But other scholars do not 
fully agree with his conclusions. Their main criticism is that 
Freud’s explanations are subjective and do not have any scientific 
value. But this criticism is not fair considering that later investi¬ 
gations by dream-analysis, frec-association and the like support 
them and demonstrate their validity beyond doubt. 

In the beginning what behaviour appeared to us as improper, 
doubtful, meaningless or aimless turns out to be consistent 
with hidden urges, clear and meaningful. Freud has demonstrated 
fully the truth and validity of his explanations by examples 
from all areas of life and work. When a husband forgets to buy 
things his wife had requested him to buy the wife’s anger is 
very proper and justified for hidden urges and wishes of 
the husband have worked against her. She rightly thinks that her 
husband did not really wish to make those purchases. When a 
soldier disobeys or fails to carry out orders pleading that he 
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forgot about them his officers are right in not accepting his 
plea. In both cases forgetfulness is clue to negligence though 
the individual is not fully aware of it. Also most of our 
actions which are commonly believed to be accidental, casual or 
due to chance are very meaningful for they arc motivated and 
throw a great deal of light on the inner working of the 
mind of the person concerned. According to Freud no behaviour 
is meaningless or purposeless. Even the most trivial acts are 
motivated albeit unconsciously. That Freud’s explanations of 
the psychopathology of daily life have helped us to acquire a 
better understanding of human behaviour and its springs cannot 
be denied. Our errors, mistakes and deviations arc now much 
more intelligible and many people as a result of the study of 
abnormal psychology have begun to analyse their behaviour and 
understand their apparently meaningless acts and errors. Habits 
of self-analysis will certainly contribute to better understanding 
and control of behaviour and help to avoid abnormalities. 
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QUESTIONS 


What do you understand by “Psychopathology of daily 
life? ” Describe some of its forms giving examples from 
your own life and experience. 

Why do we forget? Give some of the common and 
important leasons with examples. Gan forgetting be 
accepted as a reasonable excuse for not doing any¬ 
thing? 


Have you ever misquoted lines of poetry? Give ex¬ 
amples and try to explain such errors. 

Give some examples of slips of pen and tongue ana 
explain how they occurred. 

Give some examples from your own experience of 
having misplaced things and try to explain them. 

Give examples of mistakes of recognition and printing 

What are the mistakes of action and chance actions? 
Explain them with examples. 

Discuss critically Freud’s attempt to explain the 

psychopathology of daily life. Do you agree with him 
fully? If not, why? 


CHAPTER 7 


The general nature of psychoncuroses 



What^is^psych oncu rosis ? 

Psychoneuroses are also known as neuroses. 1 hey are milder 
forms of mental ailments which give lot of trouble to the indivi¬ 
dual and make life very difficult for him, though he is still able 
to cairy on his daily activities in a fairly normal way. A person 
suffering from neurosis or a neurotic does not suffer from delusions 
or hallucinations nor does he behave in. a violent manner 
toward himself or toward society. Only he is unhappy, anxious, 
inefficient and ineffective. He does not need any regular 
treatment in a hospital but he is badly in need of help from 
a psychiatrist. Because of conscious or unconscious conflicts 
he is prevented from making the best constructive use of his 
abilities and talents and from developing happy and har¬ 
monious social relationships. Generally psychoncuroses arc 
brought about by severe emotional strain, conflicts and frustra¬ 
tions, and they can be most effectively treated by psychological 
techniques. They arc not caused by physical disorders and 
the ordinary medical treatment has no effect on them. A 
neurotic is a source of serious disturbance to his friends and 
companions and his symptoms arc such that he does not need 
any serious hospitalization nor need he be separated from his 
family 01 i, lends. Most of the neurotics live at home with their 
family and carry on their normal duties and work and fulfil 
their professional and social obligations. 

Symptoms of psychoncurptics 

Let us study some of the common symptoms of psychoncuroses. 
In the first place the patients suffer from anxiety and (carfulncss. 
They are afraid of meeting people in social or business situations, 
and generally keep away from them. They have a timid approach 
to life and are always fearing some disaster or catastrophe to 
happen to them or they may be fearing some disease to be falling 
to their lot. It means that they cannot enter into competition 
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with others nor take a vigorous share in the life of the com¬ 
munity. It would mean that they have feelings of inferiority 
and since life and work involve coining to the fore and making 
X up one’s mind such people are irresolute and indecisive. If 
' they ever take a decisive step they have misgivings and are 
assailed by doubts, regrets and worry. 

Secondly, he is over-sensitive and has extreme and intensive 
reactions to both painful and pleasurable aspects of experi¬ 
ence. Minor set-backs upset him as minor successes elate him. 
He avoids situations in which he may have to compete with 
others for any slight reverse is sure to add to his insecurity, 
inferiority and fearfulness. He is too easily pleased by flattery 
as he is too readily upset by criticism. Neurotics are highly 
sensitive, touch-me-nots. They arc very irritable and morbid. 

• Thirdly, they lack maturity and independence. They are 

not self-reliant and wish to have other people’s support, sym¬ 
pathy and help. Whenever they enter into a new venture they 
would like some friends and relations to join, accompany or 
Y participate with them. Or they may rush to the other extreme 
and disdain other people’s help and support just to show off their 
independence. Some of them believe that marriage will solve 
all their problems and they seek self-assurance and security 
from their partner. Often they arc disillusioned after the 
marriage. They are prone to build high hopes and ambitions and 
these are later belied to their great disappointment. 

Fourthly, a neurotic is very strongly self-centred and self- 

conscious. All his thoughts, feelings and actions, all his hopes 

and enthusiasms, his fears and anxieties are about himself. 

He is very much concerned about his status, importance and 

prestige. He is very sensitive about other people’s attitude 

toward him and about his own attitude toward others / He 

is ill at case when he has to mix with his superiors or to’parti- 

cipate in social functions, f He is constantly comparing him- 

H self with others, how he stands in relation to them in status, 

f f b ‘ ht . y ? r V °'\ Cr - Such comparisons always give him feelings of 

inferiority and lead to self-devaluation.; 

Fifthly, a neurotic is always complaining of a number of 
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physical ailments like tiredness, indigestion, headaches and sleep¬ 
lessness. As has already been pointed out causes of such com¬ 
plaints are psychological and they cannot be treated medically. 
They are called somatic troubles on that account. In psycho¬ 
neuroses motor and sensory functions are disturbed, voluntary 
control over them may be lost, the patient may suffer from 
shortness of breath, tension, palpitation or stomach troubles 
His heart, stomach and temperature may be irregular and up¬ 
set, and he may feel aches and pains all over his body or in some 

of the limbs. 

Lastly he may be very much dissatisfied and unhappy. This, 
of course, is quite obvious and follows from his anxiety, woiry, 
tension, somatic troubles. His approach to life and its problems 
and tasks is pessimistic. He seldom feels self-assured, respected, 
adequate or esteemed and, therefore, his general outlook is downish 
and depressing. 

Not all the symptoms described above are present in any 
one individual at the same time, and their intensity also varies 
from person to person. Most of us are bound to be unhappy 
and anxious in the face of difficulties and strains, but a good 
many are able to recover their balance and peace of mind after 
putting up a hard struggle. The neurotic employs these symp¬ 
toms permanently while a normal person may use them only for 
the time being when facing stress situations. 

Incidence 

Psychoneurotic symptoms arc fairly widespread in varying 
degrees. No records are available in India and no studies 
have been made of the incidence of psychoneuroses in tins 
country. We have to depend on figures quoted from the United 
States. Page thinks that at any given time 5 to 10 per cent o 
the population give evidence of neuroses and their symptoms 
and in moments of strain and ensis some 20 per cent people 
may show psychoneurotic reactions. In some industries some 60 
per cent of the time lost through sickness is due to neurotic 
illness of some kind. Medical opinion in the United States 
places 30 to 50 per cent people seeking medical assistance in 
the class of neurotic patients who do not suffer from any physical 


ailment and whose trouble is entirely psychological. They do 
not need any medicine and yet seek it, and they can be treated 

only psychologically. • 

C lassification of psychoneuroscs 


It is not possible to classify psychoneuroses on any definite 
basis except that of clear symptoms but the difficulty is that very 
well-defined symptoms of many groups are often observed in 
many patients. Any attempt to place any patient in a particular 
category of trouble is bound to be difficult and unsuccessful. Let 
us, therefore, follow the traditional approach and deal with the 
four types of psychoneuroses which are generally recognized. 
They are neurasthenia, hysteria, anxiety state and psychastlvnia. 
We will describe them here very briefly and take up their detailed 


treatment later. 


Neurasthenia is marked by a feeling of fatigue or exhaustion. 
It means loss of energy, nervous exhaustion. Patients suffer¬ 
ing from this psychoncurosis complain that they lack power 
and energy, are unable to concentrate, suffer from chronic 
fatigue both mental and physical, they have muscular pains 
and aches, their gastrointestinal system is disturbed, they arc 
irritable and cannot take initiative in doing new things. 


Closely related to this disorder is hypochondria. The patient 
believes that he is suffering from numerous diseases, lie is 
morbidly anxious about his health and in his imagination he 
sees himself suffering from numerous troubles. Therefore, he 
pays considerable attention to the several functions of his mind 
and body and is always analysing and describing them to others. 
He is intensely interested in medicines of all kinds and is very 
eager to consult doctors. Symptoms of hypochondria arc gener¬ 
ally present in most patients of neurasthenia. 


Hysteria is marked by loss of function. Typical symptoms of 
hysteria are paralysis of limbs, blindness, deafness, loss of memory 
and insensitivity of the skin. These symptoms are not the result 
of physiological causes but have a psychological origin. 

Anxiety states are marked by intense emotional reactions. 
The patient is generally agitated and tense, feels insecure and 
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restless ; he is generally afraid that something dreadful is going 
to happen to him, he may tremble, feel dizzy ; and there may 
be loss of sleep, disturbed digestion, palpitation and excessive t . 

sweating. 

Psychasthcnia includes obsessive-compuls ive reactions and 
phobias, but since the two types have symptoms of independent 
origin the term is being more and more rarely used and the two 
types of psychoneuroses are being treated separately Obsessive- 
compulsive reactions involve irresistible and persistent urges 
to do, say or think about certain things such as counting steps 
or poles on the road, repeat words, touch objects or do things 
again and again. Phobias are abnormal fears of intense kind. 
Normal fears arise in dangerous situations or in the face of 
dangerous objects but phobias are irrational and groundless and 
arise in situations in which normal people do not feel any fear. 
Some are afraid of water, others of high places or dark rooms ; 
some fear lonely places others are in a panic when they are in 
a crowd. Sonic people have an exaggerated dread of germs and ^ 
dogs. 

Some kinds of psychoneuroses arise in certain situations and 
are given descriptive names related to those situations. Army 
personnel at the front and in combat situations develop what is 
called war neurosis. People involved in some accident and sus¬ 
taining injuries in the head may develop what is called traumatic 
neurosis. Psychoneuroses are also peculiar to one’s occupation 
and the individual loses the skill necessary in that occupation. 
Some writers develop writer’s cramp and their right hand refuses 
to write or the telephone operators lose voice and arc unable to 
speak. In a sense it may be claimed that in such situations, psycho¬ 
neuroses are rot different from ordinary types of neuroses inas¬ 
much as their ; nptoins arc the same except that they are 
coloured by situ; ».ons in which they occur. It may be that the 
psychoneurotic symptoms were already present in a latent form 1 
and wars, occupations or head injuries precipitate them. . But 
even then they have to be treated in detail because in the absence 
of such situational factors they might not at all have been revealed 

or expressed. 
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Causes and origins of psychoneuroses 

Causes and origins of psyehoneuroses have been described to be 
entirely psychological but it is not possible to separate mind from 
body and the close relation between the two implies that physical 
factors are sure to affect the development of psyehoneuroses. It 
is true that they are psychological disorders and cannot be traced 
to any physical trouble or ailment but since physical factors may 
add to or subtract from our mental resources they may to that 
extent help or hinder neurotic symptoms. But even then such 
instances are rare and the physical health of neurotics is as 
good as that of normal individuals. However many neurotic indi¬ 
viduals genuinely believe that their run-down condition is 
due to over-work, physical exhaustion or weakened digestion, 
but often these physical symptoms are themselves the result of 
psychological causes. For example it is only an individual 
very much harassed by conflicts and worries who indulges in 
over-work, tires himself to exhaustion and thus allows his 
digestive system to fail. These physical factors are themselves 
symptoms of some underlying psychological trouble which may 
involve loss of sleep, power to concentrate, appetite and general 
health. 

Case histories of numerous psychoneurotics reveal that the 
appearance of psychoneurotic symptoms is generally preceded by 
violent emotional conflict or distressing emotional experiences, 
financial loss in business, disappointment in love, domestic 
quarrel or violent discord with friends and neighbours, some 
tragedy in the family, death of a dear one, some frightening 
accident or failure to adjust to the requirements of one’s 
occupation. Such experiences cause great disturbance in mind 
and because they precede the appearance of psychoneurotic symp¬ 
toms, one is tempted to believe that they are the cause of such symp¬ 
toms. This however is not true, because almost everyone is 
subject to such experiences but certainly everybody does not 
become a psychoneurotic. Everybody meets with obstacles and 
reverses in life, disappointments and tragedies, set-backs and 
shocks, strains and stresses, trials and tribulations. They do not 
(xrur with greater frequency in the lives of psychoneurotics. 
Normal people accept such experiences as a part of the game 
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of living and those who are potential neurotics succumb to them 
and are unable to meet their challenge. It would mean that such 
experiences are predisposing causes of psychoneuroses but those 
who suffer from them have already the germs of emotional in¬ 
stability. Their tendencies to psychoneurosis already exist and 
all that these experiences do is to strengthen and develop them. 

This means that there is something in the very constitution of 
individuals which inclines them to psychoneurosis. Heredity and 
environmental influences determine the growth and development 
of tendencies to psychoneuroses. If environmental influences are 
favourable the individual may be able to get over such tendencies 
or at least be able to hold them in check for some time but if 
they are unfavourable such tendencies may grow and psycho¬ 
neurotic symptoms may appear under the stress of difficult events 
in the life of any individual. It is very difficult to separate the 
influences of heredity and environment since members of a family 
share the same environment and what is ascribed to heredity 
may be due to similarity of environment. 

Some authors are inclined to draw a distinction between here¬ 
dity and constitution, while others use them as synonymous. No 
doubt the most important determining influences in constitutional 
tendencies are hereditary factors, but constitutional factors are those 
which have a long-range influence on the bodily and psycholo¬ 
gical reaction tendencies of the organism. Influences during natal 
period, birth injury, iodine deficiency and the like may prevent 
normal development. These arc constitutional factors though 
they are often confused with heredity. 

Equally important is unfavourable early training and environ¬ 
ment. If early life in the home and the school is full of all 
sorts of tensions, annoyances, fears and anxieties children 
are likely to develop instability of mind and become hyper¬ 
sensitive. Disturbing experiences provoke all sorts of maladjust¬ 
ments and pave the way for psychoncurotic symptoms. If the 
mother is over-affectionate or over-strict, if she rejects the child, 
if her attachment to the child is abnormal, if there is frequent 
discord between parents, if the home is broken for various 
personal reasons, if there is acute rivalry among children of 
the family, if parents or elder brothers or sisters are over- 
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bearing and domineering, children are sure to develop neurotic 
symptoms in later life. It must be said to the credit of the 
psychoanalysts that they have stressed the importance of early 
childhood experiences as determining the pattern of adult per¬ 
sonality in a manner and degree to which it was never stressed 
before. Only mentally healthy children can produce mentally 
healthy adults, and if well-balanced personality is to be deve¬ 
loped children should not be exposed to unhealthy influences. 
At least for the sake of children parents should put on decent 
normal behaviour and avoid making a display of temper and 
behaviour which may distort children’s outlook on life. 

Some psychologists like Prince have emphasized the role of 
conditioning or association in causing neurotic symptoms. Our 
feelings and emotions when experienced under stress conditions 
like an accident ora tragedy get so associated with chance factors 
and things that later they are aroused by them instead of the 
usual factors and things. A person who suffered from nausea, 
dizziness and headache following a railway accident may experi¬ 
ence the same symptoms when he later rides a train. A child is 
frightened by a loud noise, but when it is made in the presence of 
a cat or a dog fear gets conditioned to that animal, and later he 
feels fear whenever he faces a dog or a cat. As we shall sec 
later this concept of conditioning is very helpful in explaining 
and understanding some of the absurd fears which people develop. 
As Page points out conditioning can explain psychoneurotic 
symptoms but cannot give us any clue to the understanding of 
the causes of psychoneuroses. Hollingworth thinks that psycho- 
neurosis is due to “unserviceable habit adjustments” and to be 
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People of all ages from childhood to old age suffer from psycho¬ 
neuroses but the highest frequency in to be found from the early 
twenties to late fifties. The average age of patients is about 
forty. Perhaps this is the age when a person is called upon to 
face trials and tribulations most. But in many individuals the 
symptoms are appearing and disappearing with the onset of strain 
and stress in daily life. 

In intelligence psychoneurotics compare very favourably with 
the rest of the population. Most patients possess average intelli¬ 
gence but neuroses are more prevalent among bright than dull 
people. Patients of hysteria are on an average less intelligent 
than those suffering from other types of neuroses. 

Social and economic status of patients has also been studied. 
It has been revealed that among people of wealth and better 
education hysteria claims only 15 per cent while anxiety state 
claims as many as 40 per cent. This finding is further strengthened 
by figures obtained from the army personnel. Lower ranks 
suffer more from hysteria and higher ranks mostly from anxiety 
state. 

Psychoneurotic patients also reveal several characteristic 
personality traits. They arc generally unhappy, dissatisfied, 
lacking in self-confidence. Feelings of inferiority and inadequacy 
prevent them from going all out for competitive outdoor 
activities, taking quick decisions and following them up with 
action. They are less effective and efficient persons. They 
are sensitive, inclined to blame others, emotionally raw, unstable 
and immature. They are not inclined to participate in any 
social service work but they arc very particular about what others 
think about them. As they have feelings of guilt and insecurity 
they cannot enjoy life and ate not good mixers. 

Nervousness and neurosis 

Too many people use these two terms interchangeably but 
this is not correct. In the first place nervousness means a large 
variety of reactions and secondly a small proportion of nervous 
people are really neurotic. The term nervous is applied usually 
to people who are restless, easily upset and unable to concentrate 
attention. They may bite their nails, play with their handkerchief 
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or buttons or mop their forehead. These meaningless acts help 
them to get over their tension and offer release for their pent-up 
activity. 

The common term nervous-breakdown is loosely used to denote 
psychoneuroses, psychoses, mental derangement, mental impair¬ 
ment or physical exhaustion and should not be used in any scientific 
discussion of behaviour. 


Leading traits of neurotic persons 

All of us have from time to time given evidence of symptoms 
of neuroses indicated above, that is, we are unable to concentrate, 
worry a good deal and the like, but we become abnormal only when 
these symptoms become excessive and habitual. Wc shall now 
describe other traits of persons who arc neurotically maladjusted, 
traits that may not occur in all cases, but which are so frequent that 
they are conspicuous symptoms, and frequent causes also, of mal¬ 
adjustments. 

Psychoneurotics worry a lot and this worrying habit is charac¬ 
teristic of serious neurotic conditions. Often it aggravates such 
conditions. Neurotics worry over many things and over many 
problems, but these things and problems are seldom the object 
of their worry. In fact worry is a means of avoiding serious 
problems and attending to minor tilings. Financial and family diffi¬ 
culties may cause worry but the patient makes no attempt to 
solve them, nor does lie make any effort to stop worrying. 

Neurotics are generally given to introspection or self-examina¬ 
tion. It appears even in milder maladjustments and contributes 
to the,r development into more serious forms. They may be con- 
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But happiness is a worthy object only if it includes happiness of 
others as well. Like other ideals happiness is best achieved if it 
Ss ignored most of the time. If one is most of the time over- 
concerned with happiness he is most likely to miss it. Too 
much pre-occupation with one’s happiness is sure to make him 
unhappy and is a trait of neurosis, and may help to make it 
worse. 

The consciousness of a neurotic is inverted. A normal 
person is busy seeking goals with refeienre lo his world and 
gives little attention to his feelings and bodily processes. 
He may attend to them when he is ill or has an organic 
trouble. But a neurotic attends to them as his main concern and 
ignores the real outer world. In the world of events and things 
it does not matter how a particular individual feels or thinks ; 
his feelings and Inxlily processes like pains and aches are 
important when they arc so acute as to interfere with his life 
and work and then they must he treated by a doctor. 

Egoism of the extreme kind is peculiar to a neurotic and 
spoils his social relations. He may try to monopolize the 
conversation and remain in the limelight, he ihay try to domi¬ 
nate and indulge in excessive self-assertion, and he thus incurs 
the displeasure of others. Or he may withdraw himself from 
social life and become a recluse avoiding the company of others. 
His selfishness leads to disapproval of others. In either case he 
becomes a very unpleasant person. Withdrawal from social con¬ 
tacts and experiences is not only a symptom of neurosis but also 
the aggravating cause of it. 

Almost every neurotic indulges in self-f;ity. He is always 
pitying himself. He believes that he is a victim of misfortunes 
and calamities over which he Ifas no control and for which he 
is not responsible. This self-pity together with worry and self- 
examination makes him ascribe his misfortunes to others and 
fills him with resentment for them. He is always complaining 
that the world has no sympathy or humanity, and he expects 
other people to treat him with consideration while he himself 
does not show any for them. 

Neurotics are highly suggestible and obstinate. In a way 
all people are suggestible and obstinate at times and in a 






neurotic these traits are found in excess and in an exaggerated 
form. A person is said to be suggestible when he readily and 
easily, without critical analysis, accepts ideas or opinions from 
others, and we all accept ideas and opinions from others, but 
a neurotic does so much oftener, and once he has accepted an 
opinion he clings to it with obstinacy and steadfastness. 

Significance of neurotic symptoms 

Common people do not take a neurotic seriously and when 
he complains of tiredness, headache or paralysis of any limb they 
make fun of him and accuse him of pretending or imagining 
things. The trouble is that his troubles are psychological, no bodily 
cause can be assigned to them and people usually believe that 
psychological troubles are of our own making and that we can 
shake them off by an effort of will. This is not so. Psycho¬ 
neurotic symptoms are very real, when a person says he is tired 
lie is not merely imagining things, he is really tired and the 
hysteria patient is paralysed. A person who gets nervous and 
excited while about to make a speech before an audience becomes 
tongue-tied, perspires and trembles is not faking or imagining, 
his psychological condition of the moment has produced these 
physical symptoms, and they disappear when he sits down and 
has no longer to face any audience. In fact such bodily reactions 
though very embarrassing save the speaker from making any 
speech. An old person complains of bodily pains and aches, he 
does not imagine them nor does he enjoy them, but they provide 
him with a convenient escape from some intolerable family situa¬ 
tion or financial crisis. Illness releases him from responsibilities and 
he receives special attention. Similarly counting steps or poles 
may be very annoying but it helps liim to avoid something dis¬ 
agreeable. But such a neurotic does not consciously plan to escape 
through such symptoms, he is not a malingerer. He is not trying 
to deceive others, he is only trying to persuade himself that he 
very ill. He is not fully aware of the meaning arid purpose of 
his symptoms or of the conflict which compels him to resort to 
such adjustments. Such symptoms are attempts at adjustment to 

a difficult situation and this adjustment takes place at the uncon¬ 
scious level. 
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Psychoneuroses and p sychoses^ ^ 

A comparison between neuroses and psychoses will not only 
bring out differences between the two but also help to make our 
knowledge and understanding of each type of disorder clear 
and definite. Psychoses are far more serious disorders than 

psychoneuroses but this does not mean the latter lead to the 

former. According to Page only 5 to 7 per cent of psychoneuroses 
develop psychoses, and even of this number it is likely that they 'Sy 
were psychotic to begin with but their symptoms showed them¬ 
selves later. Only 5 to 10 per cent of the general population give 

evidence of psychotic symptoms. Detailed studies made in 
America show that only 5 per cent parents of psychoneurotic 
patients show psychotic symptoms. Let us study some of the 
differences between psychoneuroses and psychoses. 


In psychoneuroses psychogenic factors, that is, factors of 
psychological origin, are of considerable importance, heredity 
too is important, but chemical and neurophysical factors are of 
no significance. On the other hand in psychoses hereditary, 
neurophysical and toxic factors are the determining agents and 
factors of psychological origin are insignificant. Poison whether 
inherited or acquired along with biological inheritance is the 
main cause of psychotic conditions, but neuroses are caused by 
psychological factors like conflicts, tensions, emotional disturbances, 
shocks and the like. 



It is in general behaviour that the difference between the two 
stands out most significantly. A psychoneurotic does not differ 
much from a normal person. He is responsible for his actions, 
self-supporting, actively participating in the life of the community, 
his movements, speech and thinking are coherent and logical. 
He is fairly conscious of his condition and takes due notice of 
changes in his environment, and he makes effective adjustments to 
changes in the physical and social environment. But the psychotic 
is far different from the normal, his actions, speech and thinking 
are incoherent, bizarre and irrational ; he suffers from hallucina¬ 
tions and delusions, he is mentally confused and his emotional 
responses have no relation to the social environment in which 
he is placed at any moment. A psychoneurotic never loses touch 
with reality and the social situations while a psychotic is utterly 
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devoid of any social habits ; the behaviour of the former fully 
accords with the accepted standards of social groups but that of 
the latter does not take any notice of what is happening around 
him. Thus the two differ very vitally in personality disturbance 
and social functioning. 

A psychoneurotic is capable of managing his own affairs, he 
does earn his living and supports himself and his family, and except 
for slight inconvenience to his relatives and friends he is seldom 
dangerous to others, and rarely suicidal, but a psychotic on the 
other hand, is incapable of looking after himself, cannot manage 
his affairs, is dangerous to people around him and may commit 
suicide if not carefully looked after. That is why he is often treated 
in special hospitals. A psychoneurotic maintains his identity 
and his personality differs little from his normal self But a 
psychotic's personality undergoes a radical change, he acts and 
looks a different person altogether. 

A neurotic often has a fair insight into the nature of his 
trouble and behaviour hut a psychotic has no understanding 
of his trouble or behaviour. A psychoneurotic does understand 
that worry is doing him harm but a psychotic who claims that 
he is Nehru is not concerned if you try to piovc to him that 
he is wrong. In psychoses there is a break with reality and the 
patient may not only injure himself but also his fellow-beings. 
That is why his removal to special institutions is necessary con¬ 
sistent with the welfare and best interests of others. Patients 
usually require medical treatment besides psychotherapy, they 
may have to Ire given electric shocks. But patients of psycho¬ 
neuroses do hot need any hospital treatment, their symptoms are 
transitory and they arc usually curable. There is no danger and 
the mortality rate is normal. In the treatment of psychoses the 
outlook is seldom hopeful, in most cases the patients gradually 
worsen and the death rate is high. 

I o sum up : Each has its special symptoms, more or less 
peculiar to it. For example, attacks of anxiety ami obsessional 
thoughts arc neurotic symptoms. Delusions that others are per¬ 
secuting the patient and severe hallucinations arc psychotic 
symptoms. Generally the psychotic disorders arc much more in¬ 
capacitating and continuous than the neurotic ones. Contact with, 
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and appreciation of, reality is much more disturbed in psychoses 
than in neuroses. And the neurotic patients can be influenced 
much more easily than the psychotic patients. 

This is a general distinction but it will get more defined 
when we study neuroses and psychoses, at least of the functional 
type, in greater detail. 

Theories of psychoneuroses 

Pierre Janet, a French psychiatrist did pioneer work in 
the field of psychoneuroses. He was the first to classify and 
interpret neuroses. He found that hypnotized hysterical patients 
can recall events unremembered in the normal state. A for¬ 
gotten emotional shock, for instance, would be revealed and 
thus give a clue to the causes of neurosis. By suggesting during 
the trance that the upsetting event was past and gone, Janet was 
able to make many symptoms disappear. He developed a theory 
that hysteria is a “dissociation” of personality, that it is an imper¬ 
fect integration of personality. Normal personalities are well 
integrated Hysterical personalities are split and subject to internal 
division. 

From this investigation he concluded that neuroses are due 
to psychological tension, nervous exhaustion and mental dissocia¬ 
tion. He believed that a certain degree of mental tension is 
necessary for integration of mental phenomena but when this 
mental energy is lowered integration and synthesis of personality 
is destroyed and the appearance of symptoms which arc of a 
lower type of behaviour is made easy. Thus physical disease, 
excessive fatigue which lowers the level of mental energy and 
emotional shocks pave the way for neurotic symptoms. 

Janet put forward only two types of psychoneuroses, hysteria 
and psychasthenia. When the lowering of nervous energy is 
localized and only specific functions are affected there is hysteria. 
In hysteria certain functions and ideas are lost. The weak mind 
in a way gives them up. All symptoms not included under 
hysteria arc grouped under psychasthenia. This with him was a 
general heading for phobias, compulsions and obsessions, even for 
such reactions as are found in neurasthenia and anxiety states. 

Neuroses, Janet believed, arise from constitutional weakness 
and lack of energy, possibly with a hereditary basis. But he 
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recommended psychological treatment, not drugs or other physio¬ 
logical therapy. 

Freud states much more positively that psychoneuroses have 
a psychological origin and can be psychologically treated. His 
remarkable theories and his technique of therapy for neuroses 
stirred the world as no other psychologist before or since lias 
stirred it. According to Freud all persons have childhood sexual 
complexes, with minor conflicts and repressions. But these are 
handled satisfactorily by normal persons. Neuroses result when 
the entire energy of the individual is concentrated on oneself 
or on one’s parents or when the delicate relation between Ego, 
Super-ego, and Id gets out of balance, resulting in serious con¬ 
flict The frustration becomes very acute when the demands of 
reality become excessively severe. Psychoanalytic treatment frees 
his mind from such fixations and tries to build up the Ego 
until the patient can cope with the problem. By dream-analysis 
and by free-association the analyst comes to understand the inner 
conflicts of the individual. When the patient comes to accept 
the interpretation of his trouble put forward by the analyst he is 
on his way to recovery. 

Alfred Adler, a disciple of Freud, broke away from him and 
set up a school of “individual psychology” He disagrees with 
Freud on the latter’s excessive emphasis on sex and his distinction 
between the conscious and the unconscious. For Adler the basic 
urge is a striving for superiority. When this is thwarted, as 
often happens, the person feels inferior and an “inferiority 
complex” results. He then tries to compensate for this inferiority 
by asserting himself in other ways. If this compensation activity 
gains recognition, the inferiority feeling may be removed. If 
the compensation is ill-advised and anti-social, it constitutes 

neurosts. Not sex repression, but thwarted self-assertion is the 
cause of neurosis. 


The best way of treating neuroses, according to Adler, is to 
discover the “style of life" or the role which the patient adopted 
early in childhood, chiefly as a result of his position in the 
family. All this is duly explained to the patient, so that he 
understands his inferiority complex and the failure of his com¬ 
pensatory efforts. He then is guided toward goals more socially 
acceptable and more within his capacity for achievement. 


( 128 ) 


Carl Jung, another associate of Freud who parted company 
with him, held that the unconscious is partly personal and partly 
collective. The collective part consists of inherited primitive 
or racial ways of thinking and feeling. According to Jung 
neuroses occur partly because complexes built up in childhood 
persist and partly because some present difficulty overtakes a 
persons capacity to adapt. To treat neuroses Jung uses frec- 
association and dream-analysis. But he begins by studying the 
present problem and how the patient meets it. 

Several other psychoanalysts have contributed to our under¬ 
standing and treatment of neuroses. Otto Rank put forward what 
is known as “birth theory” the shock of leaving the womb and 
entering an unfriendly world is the basic cause of our emotional 
troubles. Neurosis is interpreted by Rank as a misguided attempt 
to return to the uterus or to obtain rebirth. Karen Homey, 
a psychoanalyst now practising in New York stresses the role of 
cultural influences. Conflicts anti neuroses, she says, do not 
arise from biological sources or instincts, as Freud held, but 
they are produced by contradictions in our culture. For example 
we ate taught brotherly love and unselfishness, but society and 
culture are always stimulating competition. Such conflicts and 
contradictions lead to neuroses. Because neuroses are bred by 
culture they are very much alike in all persons. 

While studying conditioning in dogs, Ivan Pavlov hit upon 
an interesting discovery which he called “experimental neurosis” 
A dog was trained to salivate by being given food whenever 
a circle of light appeared. The same dog was shown an elliptical 
patch of light but was not fed and did not salivate. After 
the dog clearly differentiated between the circle and the ellipse, 
the latter was made more and more circular. When the two 
became identical, the animal's power of discrimination broke 
down. It salivated without restraint, barked, whined, and struggled 
to get out of the harness. The experimental conditions had 
placed so much strain upon the dog's ability to differentiate 
stimuli that it became neurotic. 

T S Liddel and N. R. F. Maicr have produced experiment¬ 
ally neurosis and disorganized behaviour in sheep, pigs and rats by 
changing conditions under which they ordinarily reacted. 1 he 
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animals ran wildly, jumped violently, went into epileptic-like 
convulsions and then became rigid or passive as if in a coma. 
Such experiments cannot be performed with human beings to 
induce experimental neuroses but some experiments have been 
made recently on the effects of frustration. Kurt Lewin and his 
companions gave several nursery children toys to play with, 
observers rated their performances on a scale of constructive¬ 
ness. The children were allowed to play for fifteen minutes, 
the toys were removed and they were given far more interesting 
toys After fifteen minutes they were forced to play with the 
previous set of toys which were less interesting while they could 
see the more interesting toys placed beyond their reach. They 
felt frustrated and showed it by being much less constructive 
in their play. In Freudian terms we would say that their frus¬ 
tration caused regression to a more infantile level of behaviour. 
But critics argue that experimental neurosis is not real neurosis 

but a faked one, but even then such experiments give us valu¬ 

able insight into the effects of frustration and symptoms of 
neuroses. 

QUESTIONS 

1. Write a general description of the behaviour of a 

neurotic. 

2. What traits of personality are found in a neurotic? 

3. What are the general causes of psychoneuroses? 

Explain in detail. 

4. Describe the main types of psychoneuroses indicating 
briefly their main symptoms. 

5. Many people think that neurotics only imagine their 
troubles. Comment on this statement. 

6. Distinguish between neuroses and psychoses. Do the 
former lead to the latter? 

7. Describe some of the important theories about psycho- 
neuroses. 

8. What do you understand by saying that psycho¬ 
neuroses are psychogenic? Discuss the contribution of 
Janet, Freud, Adler, Homey and Pavlov to our under¬ 
standing .and treatment of psychoneuroses. 
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CHAPTER 8 


Neurasthenia, Hysteria and Anxiety State 


Neurasthenia 

Etymologically the term neurasthenia means nerve weak¬ 
ness but this derivation has to be ignored. In common usage 
the term denotes abnormal weakness and fatigue with numerous 
pains and aches but abnormal psychology must piovide a 
more accurate description of its symptoms. Many psycholo¬ 
gists prefer to treat it along with the anxiety state but modern 
approach is to treat it separately. Beard who coined the term 
used it to mean general weakening of the nervous system due to 
over-work and exhaustion. But present-day psychiatrists consider 
that physical exhaustion has not much to do with it but is itself 
a symptom of the underlying psychological disorder. The cause 
of this trouble is not over-exertion but prolonged emotional tension. 
Let us study its symptoms in detail. 

Symptoms: Neurasthenic reactions are marked by chronic 
mental and physical fatigue. When stimulated and provoked the 
patient can exert normal physical strength but he does not habi¬ 
tually exert himself and if he normally does so he tires rapidly. 
He can concentrate his. attention but he normally does not do 
so. His motives are weak and he is listless, distracted and in¬ 
different. He has lost interest in work >» normal thinking and 
behaviour. The lay man attributes h.s condition to all sorts 
of external factors but the cause is not easily discernible. 

Now it may be argued that physical and mental fatigue, loss 
of vigour and persistence, of power of concentration, loss 
of sleep and lack of refreshment after sleep, and the like arc 
symptoms which may be present in any other disease 01 in 
'many diseases, but in neurasthenia these symptoms have no 
bhxsical cause, cannot be treated medically and must be treated 
psychologically. Even very small emotional set-back is mos 

irritating. 

The fatigue of neurasthenia is not the result of nver-exer- 
lion l is commonly assumed. The history of neurasthemc 
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patients clearly shows that they never work hard or feel tired 
as a result of that hard work if they do it. That is why rest 
or long periods of idleness have no effect on them. Page rightly 
points out that their fatigue is selective. A few minutes’ hard 
work or concentration of attention may tire them but they arc 
not tired if they engage in a long discussion of their symptoms. 
Perhaps it is the distasteful work which tires them. It may be 
due to utter lack of interest and enthusiasm. 


Besides this chronic fatigue both mental and physical the 
patient complains of a number of bodily ailments which are 
somatic because they are psychologically caused. He may have 
headache, stuffiness or heaviness of the head,, indigestion, lack 
of appetite, pain in the small of the back, dizzy spells, hyper- 
sensitiveness to irritations. These symptoms and complaints arc 
often used to avoid tasks to which he does not feel inclined or 
adjusted. Meals are tasteless and often prolonged because of lack 
of appetite. Sleep is often disturbed. Often the patient goes 
to sleep immediately on lying in bed but wakes up after an hour 
or so and then is unable to sleep. During the day he is listless, 
distracted and very sulky and irritable. He is a “blighter” in 
company. 

He is acutely conscious of his ailments and takes pleasure 
in describing his symptoms to people around him. He is always 
seeking treatment, and runs from one doctor to another to get 
relief. Every medicine he tries brings him initial relief but 
he again relapses. He looks healthy and normal, and the 
difference between his normal health and his description 
<Jf his ailments is striking to the annoyance of some and 

amusement of others, so much so that he earns the description 
of enjoying poor health” 


As a class patients of neurasthenia are unable to help 

k '"'“I lifC ' ,hcy frc 1 ucn,| y annoy friends and 

self rent H ! ey are constantly complaining, they are 

I'rr , a " d ^ ‘hey have a sulky and depressing 
approach to hfe and work, and are a nuisance to people around 

an cTeniovment T? ^ n °' sh “ w any /™p P>"v 

J ym . They expect too much from people around them 
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particularly from the doctor who is treating them. They would 
very much like to be coddled. 

Interpretation : Originally neurasthenia symptoms were put 
down to nervous weakness, due to prolonged conflict and over¬ 
work or to nervous exhaustion which involved long periods of 
complete rest and relaxation for the patient. Strong tonics, 
nutritious food, change of environment and the like were 
recommended and often made a difference in the condition of 
the patient. Some people attributed it to unsolved sexual 
problems and even to masturbation or sexual excesses. The 
patient usually attributes his trouble to bodily aches and pains, 
and thinks that he would recover as soon as these pains and 
aches are removed by medicines. He may even insist that 
he is suffering from nervous breakdown brought about by 
prolonged heavy over-work and fatigue. If that were so such 
patients should be clearly benefited by rest and relaxation, 
but a study of case histories has shown that they were not 
engaged in heavy work prior to the onset of this trouble nor has 
rest and relaxation any effect on them. 

At present most of the psychiatrists and psychologists look 
on neurasthenia as a purely psychological trouble and regard 
their symptoms as psychological fatigue reactions. Prolonged 
emotional stress, complete discouragement, loss of enthusiasm and 
the like convert normal weariness and fatigue into chronic fatigue 
reaction. All those who are compelled to work under conditions 
which breed boredom and discouragement know how tiring and 
depressing their experiences can be. All these symptoms are 
just mechanisms to withdraw, they seem to be saying that the 
individual docs not wish to participate in the game any more. 
The chronic fatigue enables him to escape the rigours of arduous 
tasks. He exploits his s>mptoms for personal gain, at least to 
attract attention and escape work. This invalidism is very useful 
to him. 

Neurasthenia is very common among nervous housewives who 
feel neglected by their husbands and frustrated and cheated 
by life. Such persons usually have had a very delicate child¬ 
hood and youth and if their domestic situation is depressing and 
unhappy they develop neurasthenic symptoms of fatigue, head- 
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ache, depression or irritability. In many Hindu homes a house¬ 
wife sees no way out if her domestic situation is unfavourable 
and makes her unhappy. There is no escape from her husband s 
family or husband’s cruelty and neglect. In a way our culture 
breeds neurasthenia among women, some of them take to read¬ 
ing fiction, gossiping and the like but tHe helplessness of their 
lot, socially and economically, is impressed on them every moment 
of their life and they succumb to such symptoms. 

Treatment : In the first place it is well to recognize the 
frequently repeated fact that neurasthenic symptoms are caused 
psychologically and an essential item in the treatment is to 
enable the individual to gain insight into the nature and 
causes of his trouble so that it may be possible for him to 
revise his approach to life and its problems and to re-evaluate 
his goals and techniques with a view to regain a normal style 
of life. 

Often psychologically induced bodily troubles involve organic 
defects or lead to such degeneration. The strain of the mental 
trouble on the physiological system certainly tells when it is 
prolonged. To that extent medical treatment will help and 
may be called for. 

However, it must never be lost sight of that neurasthenic 

reactions are very obstinate because it is not possible to give 

relief to the life problems and difficulties of the patient. When 

the trouble is psychological the treatment will have to be long 

and the people around the patient shall have to be very patient and 
persevering. 


Hypochondria 

In some people neurasthenia may lead to hypochondria in 
which condition they are obsessed with life thought of an organic 
disease that medical examination finds to be non-existent. They 
are over-concerned about their health or die condition of their 
bodily organs. Hypochondriac symptoms are very common with 

Z in men" ^ » -men 

Symptoms ; The symptoms of hypochondria are verv much 
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similar to those of neurasthenia. Excessive concern for one’s health 
is one aspect of general abnormal interest in oneself. Often their 
complaints are very general as weakness of lungs, heart or muscles, 
disorders of stomach, funny sensations in the head or bad 
throat and the like. They are not very definite about their 
sensations and may confuse sensations of pressure, pain or heat 
in describing their ailments. They are always looking out for 
new complaints to which they may be subject or which they may 
claim, and they are avid readers of books and magazines on health 
and disease. Some of them may feel that they are suffering from 
every disease about which they read or hear. But they are gener¬ 
ally ignorant about medical pathology. 

In their anxiety to recover from their supposed disease or to 
build up strong health they are always taking medicines or follow¬ 
ing some dietry. They are sure that they cannot recover, that 
their complaint has not been correctly diagnosed or that doctors 
are more interested in their fees than in the recovery of their 
patients. They may also be pestering their friends and relatives 
about their complaints either by writing or in conversation. 
Hypochondriacs are greatly prc-occupicd with processes of diges¬ 
tion and elimination, they may be very well informed about 
some new cures or ideas in the treatment of digestive or bowel 
complaints. They may be using laxatives and digestives indis¬ 
criminately, some of them are faddists in diet and certain methods 
of regimen. 

Interpretation : Interest in our bodies and health is very 
common and is demonstrated by the large number of books and 
magazines published and sold on this subject. But the hypo¬ 
chondriac takes an exaggerated and abnormal interest and has an 
excessive anxiety and concern about his bodily health. It may 
have been that he started taking interest in health, physical 
fitness and the like very early in life but this interest took an 
exaggerated form in hypochondria due to disappointing experi¬ 
ences in later life. His professions of illness offer an escape from 
feelings of failure and disappointment. The anxiety produced 
by them is transferred to his lx>dy and health. It also gratifies 
his craving for worth and importance for the attention he gets 
from doctors and family helps to compensate for feelings of failure 
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and inferiority. He often succeeds in impressing others and con¬ 
trolling their behaviour by making a display of his medical know¬ 
ledge and information. 

The pre-disposing factors for hypochondria are parents having 
hypochondriac reactions, parental over-anxiety for the health 
and bodily well-being of children and early illness or injury. 
It is a commonplace that children imbibe the attitudes and 
ideas of their parents. When parents show excessive concern 
for their children’s health even if it is just a sneeze, a minor 
bowel irregularity or a vague pain in any part of the body, 
children are persuaded to acquire an abnormal interest in their 
health and bodily condition which may later develop into hypo¬ 
chondriac reactions. And children are not slow to see that any 
bodily complaint gives them power over other members of the 
family and they, therefore, exploit every slight injury or pain 
to wield that power. Finally, children with a history of illness 
or injuries learn to make too much fuss abdut themselves and 
when in later life they arc faced with any stress situation they 
revert to those reactions which give them an opportunity to 
escape onerous tasks and gain attention besides. Extremely dis¬ 
appointing situations and failures precipitate hypochondriac 
reactions. 

A definite type of personality is usually associated with 
such hypochondria. The individual may have ordinary social 
contacts, but psychologically he is found to be completely isolated, 
to be interested only in himself, without any sympathy with 
others. Some psychologists are inclined to place all diet faddists 
in this class, all those who take mineral water, avoid tea or live 
on nuts and milk or cabbages. Only some of them are hypo- 
chrondiacs, most of them are just victims of other people’s fads 
and fancies. 

Treatment: The treatment of hypochondria is usually diffi¬ 
cult because the patient does not easily establish rapport with the 
psychiatrist. Besides it is difficult to convince him that his 
complaints are the result of psychological factors and that his 
symptoms have been brought about by him with a definite pur¬ 
pose. He clings to his symptoms and resists any attempt to make 
him admit that they are not what they seem. In fact he has to 


believe in those symptoms if he is to escape the stress situation, 
as that is the only way to escape facing his problems. That is 
why patients of hypochondria fail to continue the treatment. They 
listen to the doctor as long as he agrees that their symptoms are 
real and that he must prescribe some medicine for them. 

Psychoanalysis and long interviews are necessary to get at the 
root of the trouble and make the patient understand that he is 
not really ill. 

Hysteria 

The word hysteria is derived from the Greek word meaning 
“uterous” or womb. It was thought by Hippocrates and other 
ancient Greeks that this disorder was restricted to women and 
was caused by the wandering of a frustrated uterous to various 
parts of the body because of its strong desire for children. 
Hippocrates held that there is a close relationship of hysterical 
symptoms with sexual difficulties and thought that marriage was 
the best remedy for this complaint. This belief has now been 
abandoned. Today we know that there is no specific causal con¬ 
nection between the uterous and hysterical disorders and these 
conditions are common to men as well as to women. 

Broadly speaking, hysteria is a mental disorder which is marked 
by dissociation, that is, the several mental systems of personality 
instead of working together in integration begin to work 
independently of each other and the personality is split into 
separate and independent parts, that is, it is dissociated. One 
mental system may develop incapacity of any bodily function 
without the knowledge of the other mental systems so much so 
that the patient may become blind, deaf or paralysed in any 
other limb and this flight into incapacity is spontaneous just to 
avoid or adjust to stress and difficult life situations. The loss 
of function may be mental or physical and it produces an 
acceptable retreat from the anxiety producing conflict situa¬ 
tion. When the loss of function is prolonged or chronic the 
patient is seeking a permanent way or style of life in which the 
patient maintains his symptoms and lives and moves in situations 

to his liking. 

Types of hysteria : There are three main types of hysteria. 
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In the first type the patient displays what are known as hysterics, 
that is, outbursts of uncontrolled emotion often of weeping 
and laughter. In the second type there is morbid fear of 
harm to oneself. It may be general anxiety of some disaster 
happening at any turn or a localized fear of dark places, high 
places or lonely places. This is called anxiety hysteria. The 
third form of hysteria is called Conversion Hysteria, in which 
failure to meet the demands of stress situations ends in a break¬ 
down of the central nervous system and the individual feels 
no pain or his limbs are paralysed. It was so called by Freud 
because a mental conflict was converted into physical symptoms. 
In situations of conflict and stress the patient, instead of having 
a purely “psychological” symptom, shows an observable change 
in an organic function. In other words, the “psychological” con¬ 
flict is “converted” into a bodily disturbance. 


These three types of hysteria differ so widely in their mani¬ 
festations and symptoms that it is difficult to understand why 
they are being placed in one class. Persons suffering from 
hysterics are very much different from those suffering from 
conversion hysteria ; hysterics are highly emotional and express 
their emotions in an unrestrained manner while patients of con¬ 
version hysteria are altogether indifferent and unemotional. It 
is because the latter have converted their emotional conflicts 
into bodily disorders. Apart from their utter lack of emotion 
and bodily disturbance the patients of conversion hysteria are 
qu,.e happy and look normal. The leg or arm is paralysed 
ut there u> no other symptom because the mental trouble has 
thus been suppressed. Thus bo,h are types of psychoneuroses. 

" lv a brief , c k onvcrsion hysteria in detail, and make 


Hysterics 
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of such people are often unreasonable and they indulge in hate, 
jealousy or hunger for affection in a very unreasonable manner 
and degree. These emotional outbursts follow a period of 
suppression when emotions strongly aroused are kept in check 
until it is difficult to check them any longer. Many people in throes 
of anxiety on hearing good news liave attacks of hysterics when 
they give way to weeping and laughing. Some students hyper- 
anxious to know their result in examinations on knowing that they 
are successful have hysterics in which they give way to tears and 
smiles. Another instance of hysterics is that of a person who 
laughs on receiving sad news. It may be that the grief is 
unbearable and has to be suppressed, and the individual seeks 
shelter in laughter. Some women have hysterical fits when they 
suffer from spasms and convulsions. Treatment of such cases 
must begin with understanding of the underlying cause, and 
helping the individual to build up strong inhibitions of intense 
emotions. 


Symptoms of Conversion Hysteria 

It is common to distinguish between physical and mental 
symptoms but such a classification is of no importance considering 
that both mental and bodily symptoms are manifestations of one 
psychoneurotic disorder. But it helps better understanding of 

the subject and we may enumerate them accordingly. 

% 

Physical symptoms may be sensory such as— 

1. Anaesthesias or loss of skin sensitivity to touch, pain 
or temperature. It is usually restricted to hands, a 
part of the foot or one half of the body. 

2. Paresthesias or disturbances in sensation including 
tingling sensation. 

3. Impairment of sight, blindness, blurring of vision and 
the like. 

4. Disorders of ear, from difficulty of hearing to com¬ 
plete deafness. 

Or theie may be motor disability of one type or the other 
such as— 




Paralysis of one or the other part of the body, like 
the leg or the arm. 

2. Astasia, abasia or disability to stand and walk though 
the patient is able to move his legs while lying in bed 

or sitting. 


3. 

4. 


Spasms, convulsions and tremors. 
Loss of voice and stuttering. 


Or other physical disabilities like excessive sweating, blushing, 
vomiting, loss of appetite and cramps. 

These physical symptoms are just like organic defects but 
they are psychologically caused. In hysterical deafness, blind¬ 
ness and anesthesia, messages are sent in a normal manner to 
the cerebral cortex but somehow they are not registered. 1 here 
is no physical disorder but somehow the motor and sensory 
organs do not work. It is not easy to recognize that these 
physical disturbances are caused by mental or psychological 
factors, and many people put them down as imaginary or unreal. 
But they are caused by mental conflict and serve a definite 
purpose. A medical student who faints on first handling a dead 
body in the anatomy class is able to get over his nausea and 
disgust by fainting. Many people faint on hearing shocking news. 
Here fainting is a protective device which helps to avoid violent 
emotional reactions and thus softens the blow. • 


The mechanism is tfie same as has been indicated above. 
When an individual faces an intolerable situation involving great 
emotional strain he develops physical disabilities which in a 
way protect him from that situation or offer him a way of ready 
escape. Blindness, deafness or paralysis will serve to save the 
patient from the disagreeable situation. What symptoms he will 
develop will rest mostly on his past experience. If he sustained 
in the past a leg or arm injury he is more likely to develop 
leg or arm paralysis. But it should never be understood that he 
is faking or imagining. He is really paralysed, the cause is 
purely psychological and the process of incapacitating is entirely 
unconscious. The benefit the patient derives from his symptoms 
is entirely unwitting. Because he gets sympathy and a sense of 


worth from his symptoms he is naturally not at all interested in 
knowing their cause. 

The major mental symptoms of hysteria are loss of memory 
and personality dissociation. A common thing to happen is to 
forget one’s own identity. This is a form of amnesia and the 
patient forgets his name, address, his family associations or even 
his life. But this amnesia is not complete. The patient may 
remember language, what to say on a particular occasion, his man¬ 
ners or other things of impersonal character. Almost all cases of 
hysterical forgetting are made worse by disappointments in love 
affairs, family quarrels, financial loss and the like. The patient 
unable to tolerate the pain or shock of some memory sub-consciously 
seeks to escape through forgetting. Such an escape is temporary 
and when after a few hours the patient recovers from the shock 
memory gradually returns. Page quotes a case of a married 
woman who asked a policeman to take her home as she did not 
know who she was and where she lived. She was taken to a hos¬ 
pital where under a sedative drug she told of her unhappiness in 
married life and love for another man. She had finally asked 
her husband for a divorce and had made an appointment to dis¬ 
cuss the matter with him. After waiting in vain for two hours for 
her husband to appear, she wandered off and lost her memory. 

Somnambulism is another neurotic reaction found in patients 
of hysteria. Lost ideas and memories are dissociated from the 
main current of personality or conscious life and though blocked 
off they are strong enough to determine the patient’s behaviour, 
if not in waking life, then in sleep. This may be considered 
a secondary personality and the patient not only walks in sleep but 
also performs a number of tasks which require intelligence and 
intricate adjustments. The author knows of a person who would 
get up at night in summer, roll his bedding, carry it indoors, 
take a glass of w/ter, again carry his bedding and throwing it 
on the cot would go to sleep. In the morning he would wonder 
how lie was sleeping with his bedding rolled. He could not 
recall anything that happened during his sleep. Psychoanalysts 
hold that the behaviour of a somnambulist is just a re-enactment 
of emotional experiences which have been cut away or dissociated 
from personality. 
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In rare cases the desire to escape an intolerable situation 
and its emotional tensions takes the form of what is called 
fugue which is a French word for flight. In addition to forget¬ 
ting his past life and identity, the patient runs away from home 
and starts a fresh life in a new distant place. Fugue is another 
form of amnesia in which while the past life is forgotten the 
other abilities of the patient are unimpaired and he appears 
normal to all those around him. Obviously the fugue is also a 
dissociative reaction in which the individual leaves his present 
life and sets up an altogether different mode of life in an 
absolutely different environment. Fugue is also a defence reaction 
by flight : the patient wanders away from home and for days, 
weeks or even years may not at all remember what he is, where lie 
comes from or how old he is. It is complete forgetting of the 
past though all the abilities remain normal. Then suddenly he 
finds himself in a strange place, not knowing how and why lie 
came there. 

In all these states of amnesia the pattern is the same as in 
amnesia of conversion hysteria except that in conversion hysteria 
the patient gets rid of the intolerable situation by getting 
sick or developing disability or paralysis, and in these states 
he simply runs away from the situation and forgets all about it 
adopting a new mode of life and work. 


By now readers must have understood that the patient of 
hysteria leads two lives, one life is altogether unaware and ignorant 

° f , e . and thcr ° ' S no of the behaviour traits 

and abilities. Much more dramatic is the phenomenon of dual 

personality. This is also a hysteria reaction and the individual 
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Most of them are able to resolve such conflicts and integrate 
them into their personal make-up. Often some very good people 
allow themselves to behave in a manner which surprises their 
close friends, but even then on the whole their personality 
and behaviour reveals a consistency and harmony and seems to be 
well-integrated. Hysterical individuals lack this integration, 
cannot harmonize their conflicting tendencies and are unable to 
obtain any uniformity or consistency of behaviour which is a 
manifestation of emotional stability and mental equilibrium. 
They are then controlled by two distinct mental systems alter¬ 
nately resulting in two separate and independent personalities. 
These two personalities are self-contained and self-sufficient, they 
have a memory system of their own and are self-governing. The 
transition from one personality to another may take place during 
sleep or ever, in waking state. The personality in charge of the 
body at any moment may disclaim any knowledge or responsibility 
of the doings of the other personality. 

In some very rare cases instead of two there may be multiple 
personalities. The underlying mechanism is the same only the 
individual is split into not two but more than two personalities. 

Personality traits of hysteric patients 

People who suffer from hysteria are generally simple, naive, 
unsophisticated, credulous, suggestible, unstable, self-centred and 
emotionally unstable. They have not had any adequate affection 
and attention during their early years and crave for them now. 
They often replace logical arguments with immature, childish 
emotional responses. Their behaviour is inconsistent and impul¬ 
sive. In frustration they resort to temper tantrums, and when 
shocked they display contradictory reactions of weeping and 
laughing. They are not strong-minded but have strong loves and 
hates which alternate. To obtain their ends they often hold out 
threats of suicide. Their imagination is vivid and their reactions 
arc generally quite dramatic. They are generally not highly 
educated though hysteria has been found among well-educated 
people. When well-educated people suffer from hysteria one may 
conclude that very great damage has beeen done to personality. 
Generally the I.Q. of the hysteric is lower. 


Interpretation 

In conversion hysteria the individual avoids or solves some 
problem by getting sick. Generally what happens may be that 
there is a desire to escape some intolerable situation, a fleeting 
wish or thought that if he were sick he could escape it well 
enough, and with greater stress the symptoms of some illness 
do appear. The wish is suppressed by symptoms of the bodily 
ailment and these symptoms replace the wish, and the patient secs 
no relation between the suppressed wish and the symptoms of the 
stress situation. 

The hysterical illness represents an attempt on the part of 
the patient to remove himself from an unpleasant situation, to 
regain lost social status, to escape feelings of guilt and self¬ 
punishment, to secure revenge for alleged harsh treatment or 
cruelty. In some cases hysterical illness follows some accident 
or injury for which the patient may get some financial compensa¬ 
tions. But it is difficult to distinguish between actual malingering 
and the unconscious deception of the hysterics. 

Treatment: Patients of hysteria resist treatment and do not 
really co-operate with the psychiatrist. Magical cures often re¬ 
ported are due to strong suggestion. Hypnosis and narcotics have 

proved helpful in addition to psychotherapy which will be described 
in detail later. 
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forebodings, fear of dying, feelings ot insecurity and genera 
excitement. Patients have palpitation of heart, tremors of hands 
and feet, difficulty in breathing, sleeplessness, excessive perspira¬ 
tion, indigestion, fatigue and depression of spirit. The patient 
feels that some serious calamity is going to happen to him. Some 
people feel all sorts of pains and aches, headache, emotional 
instability or inferiority. There may be dizziness and the patient 

may totter J 

/Although he feels relatively normal in between attacks of 
anxiety there is tension and persistent mild anxiety which 
may at any time burst into acute attacks. There is general 
loss of interest and the patient is unable to concentrate atten¬ 
tion or think properly. ) And even if things are going on fairly 
satisfactorily their ankiety persists and they go on feeling ner¬ 
vous and giving advice to people around them. This con¬ 
tinual anxiety interferes with their efficiency and they are not 
able to apply their mind fully. They go out of their way 
to find things about which they must worry. They are a 
source of great inconvenience, and even nuisance, to their friends 
and relatives because they see misery and uncertainty where 
none exists, and serve to spread it to others. Between attacks 
most patients arc relatively free from anxiety and worry. But a good 
many start reflecting on the mistakes they made or thought they 
made. When they are not worrying about the past they are worrying 
about the future. When they sleep they have anxiety dreams 
such as being pursued by murderers, being shot, choked or thrown 
from high places. Such anxiety dreams may awaken them only 
to start them on reflecting about depressing events. 


(Because of their high tension and a feeling of strain patients 
of Anxiety state are always over-reacting to minor difficulties 
and thereby adding to their anxiety and tension. This is shown 
even by their straight posture and hurried movement, loss of 
appetite and sleep and difficulties in concentratioin) 

Interpretation : Case histories of anxiety state patients 
reveal that they always have a feeling of insecurity and in¬ 
adequacy, suffer from utter lack of self-confidence and fear 
about their ability to achieve their goals, to meet the challenge 
of their social environment or face the difficulties of 
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life and the world. Modern life is full of competitive spirit ; 
there seems to be a race on for everything and in every area 
of life and work, and this adds to the difficulties of most of 
us who are always feeling uneasy about their place in this world 
and their future happiness. And even without any outside pro¬ 
vocation most of us have extreme anxiety reaction. We con¬ 
sider all events in their dangerous possibilities and this often leads 
to anxiety and self-devaluation. 


One of the most powerful factors pre-disposing a person to 
.anxiety state reactions is emotional insecurity and extreme 
sensitivity even to the slightest defeat or threat. Many people 
who have known great emotional insecurity in childhood due to 
poverty, neglect, loss of parents and the like work very hard 
in adult life and may succeed. Still they never feel easy or 
secure, are assailed by all sorts of threats and dangers and 
lead a life of anxiety and nervousness. And if they set them¬ 
selves too high standards, their cases become worse. Many 
people acquire this insecurity and neurotic anxiety from their 
parents. Early childhood experiences contribute a good deal to 
the development of anxiety state reactions. 


Or it may be that there have been tragic events in later life 
hke dtsappomtmen, m love, financial loss or breakdown in 
fannly relaltons, and they may have left a strong base for 
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inferiority feelings and are very much afraid of failure and defeat. 
They work hard to avoid it and often overdo things. T hey seldom 
relax and have no time or interest for play or recreation. They 
develop anxiety symptoms of very distressing nature. 

v-^Recently psychologists have made detailed studies of cases 
of people who lost one or both of their parents early or were 
deprived of the help and protection of individuals on whom they 
depended for their safety and protection. Some of them were 
over-protected by their parents and with the loss of parents felt 
quite at sea. A widow with an only son may have anxiety attacks 
as she sees the threat in her son marrying and leaving her. Many 
sons are compelled to postpone marriage for the sake of their 
widowed mothers. 

(b) Dangerous desires of immoral sexual nature or hostility to 
people whom we love may break through our behaviour and hold 
out serious threats to our moral values, social or economic 
status. Most often they are suppressed but there is threat of 
their breaking through, and they produce strong feelings of guilt 
about immoral sexual behaviour or the possibility of it. The 
anxiety is produced by the conflict between the desire for immoral 
behaviour and the feelings of guilt at the thought of it. 

f (c) Another important factor is unsatisfactory life situations 
from which the individual finds no escape. So he or she remains 
tense and anxious. Some of them find compensation by gratify¬ 
ing sexual desires. Incompatible marriages, domestic quarrels, 
a job in which there are no opportunities for self-expression or 
which one does not like and which one cannot give up either, 
puritanical training and marriage to a happy-go-lucky person 
and the like make life intolerable, unbearably dull and drab, 
and produce tension, restlessness and anxiety which any serious 
mistake, accident or misfortune may aggravate into neurotic 
anxiety state reactions. These symptoms arc common among 
dependent, emotionally immature married women, mostly of the 
middle age who were pampered and spoiled by parents but are now 
unable to get the same solicitude and attention from their very 
practical and matter-of-fact husbands. Many husbands are un¬ 
demonstrative and are unable to give them such pampering as they 
received in their parents' home. Their wives arc bound to feel 
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neglected, insecure and lonely. Many of them are not in good 
health and such treatment at the hands of their husbands makes 
them irritable, tired and depressed. They may develop some 
neurotic illness which may win them their husbands’ attention 
and sympathy. 

Treatment : Neurotic patients suffering from anxiety state 
respond well to treatment, although their general anxiety is seldom 
removed. Anxiety is frustrated fear and if the cause of fear is 
removed it may to some extent relieve anxiety. When his anxiety 
is reduced an attempt should be made to motivate him for satis¬ 
factory adjustments to life, to give him worthy goals and provide 
strong incentives for pursuing them. Most of us have to live 
with anxieties, to face stress situations and to meet the challenge 
of difficult situations which threaten us with loss of status or 
happiness, and all that can be expected is to reduce as much 
of anxiety as possible without attempting the impossible task of 
eliminating it altogether. 


QUESTIONS 

1. What is neurasthenia? Describe its symptoms and the 
causes which lead to such a neurotic state. 

2. Describe the symptoms of the several types of hysteria 
and indicate what traits of personality arc favourable 
for the development of this psychoneurosis. 

3. What is conversion hysteria? Why is it so railed' 

How would you deal with a patient of conversion 
Hysteria? 


4. 

5. 


What is neurotic anxiety? 
development? 


What factors favour its 


Describe the nature 
In what sense can 
neurasthenia? 


and symptoms of hypochondria. 
>t be described as a type of 
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CHAPTER 9 


Other Forms of Neuroses 


Obsessive-Com pulsive states 

Obsession means persistence in the mind of an unwanted 
idea, and obsessive state in abnormal behaviour means morbid 
and involuntary pre-occupation with some thought or idea. It 
is a persistent thought or idea which the individual recognizes as 
irrational but cannot get rid of. He has no control ovei such 
ideas, emotions or urges. It is a common experience even with 
normal people that at times they have a persistent tendency to 
think about something or to repeat over and over again to them¬ 
selves the words or melody of a song. When this sort of thing 
is greatly intensified, it becomes an obsession and greatly disturbs 
the mental peace of the individual^ Usually obsessions are 
concerned with questions which canncrt be answered, they may 
be dealing with the nature of existence, God or truth, they 
may concern the future of mankind or one’s own nation or 
they may be full of morbid doubts about the morality or other¬ 
wise of our past conduct, (in the latter case the individual 
may be continually confessing his guilt to priests or his deal 
ones, but even such confessions do not give him any peace of 
mind. 

^Compulsions arc irresistible impulses to perform some seem¬ 
ingly unreasonable act over and over again such as hand-wash¬ 
ing, counting money, dusting things, tics of the face, sign- 
reading, pole or step counting and the like. It is difficult to 
separate obsessions and compulsions, we can only distinguish 
between them in thought, because olxscssive ideas often issue 
into compulsive acts, and compulsions arc based on obsessions^ 

(jn obsessive-compulsive reactions the patient recognizes that 
his behaviour is irrational but seems compelled to think about 
something that he wishes not to think about or to carry out 
actions that he does not want to carry out. Obsession and com¬ 
pulsion arc parts of the total reaction pattern. 


Symptoms: It has been pointed out above that normal per¬ 
sons too have obsessions and compulsions, they are unable to 
resolve their doubts and turn them over in their mind again 
and again. Many of us after carefully locking all doors at 
night and getting into bed are assailed by the doubt if they 
have done it satisfactorily, get out of bed and check all 
doors again./ Many of us while getting ready to go out for 
shopping check and rccheck money in their pocket and make 

sure about it. And after checking we feel reassured and go 

to sleep or walk out of the house. (But the abnormal person 
suffering from obsessive-compulsive reaction will check doors 

again and again^or count his pocket money again and. againV^md 
still feel doubtful? (He may check them 50 times and stilt feel 
restless till utte/ exhaustion sends him to bed or forces him to 
go out.) There is nothing to reassure him as his doubts are a 
mere "manifestation of his inner trouble, of an unresolved 
conflict. 

(These reactions are very disturbing and painful l»ecause 
the patient fully realizes that they are absurd and meaning¬ 
less but he is powerless to check or fight them. He would 

very much like to get rid of them, and in his owh way tries 
his best to do so, he is unable to resist either the obsessive 
thought or the compulsive behaviour to which they lead. His 
entire life and liehaviour is dominated and restricted by 
these sympton^f Such obsessions and compulsions lower the 
effectiveness or the individual's adjustment and spoils his peace 
of mind. A normal person may have similar doubts and mis¬ 
givings but his adjustments and peace of mind are not upset 
by his persistent thoughts and urgesJ On the other hand the 
neurotic feels extremely restless and-^fnse when he has persistent 
thoughts, his anxiety is overpowering, and he seeks relief by 
yielding to his impulse to wash his hands, check his money or 
examine the locks of doors. But this relief is only short-lived. 
A few minutes later he again has a strong and persistent urge to 
repeat his behaviour. 

Because he is compelled to repeat his actions he wastes a 
good deal of • his time and energy, and is unable to attend to 
ot er important things. The patient who is obsessed with the 
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mania of cleaning and washing hands will do it fifty times per 
day and still feel inclined to do it again, the housewife who 
is obsessed with the idea of dusting furniture will go on doing 
it again and again to the neglect of other important duties in 
the kitchen. The accounts clerk who is obsessed with the idea of 
making mistakes in totalling will total them again and again 
and still suspect that his total is not quite correct. Many 
women take lot of time getting ready for a social function, 
they may be dressing their hair many times and still feel very 
diffident about their appearance and they may take still more 
time to select what dress they must wear. Such people lose much 
time and energy in their obsessions and must be finding no time 
for other important things. 

Some of the obsessive-compulsive states are really anti-social 
and harmful. Some people feel an irresistable desire to pinch 
certain things from other people’s homes. This is called Klepto¬ 
mania. Some people feel an irresistible desire to set fires. 
This is called Pyromama. Obviously, such obsessions-compulsions 
have legal consequences and the patient does not derive any 
benefit from them. He has no use for the stolen things and he 
steals only to relieve his inner tension just as the pyromaniac 
sets fire to other people’s things not to take any revenge but 
only to satisfy his inner urge® 

Interpretation : Obsessive thoughts may be serving the pur¬ 
pose of keeping other thqughts, more unpleasant, embarrassing and 
distressing out of consciousness. They change them into uncon¬ 
scious impulses. There is a friend who washes his hands before 
meals like everybody else but goes on washing for about fifteen 
minutes till his attention is drawn to this fact, before he takes 
his seat he takes out his handkerchief and wipes the place where 
he is to sit, he takes much longer in the bathroomi when the 
washerman brings washed clothes he puts them our in the sun 
for getting them disinfected as he says, he would wipe his plate 
in which he is to eat his meal oi clear, the cup in which he 
is to take tea. ^lis obsession for cleanliness obviously serves to 
hide, to change into unconscious, his feelings of guilt or other 
unpleasant and distressing thoughts and memories.^. A detailed 
study of his history shows that as an officer of the government 
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he made lots of money through unfair means and bribes. These 
ideas and memories are now thrown or pushed into the uncon¬ 
scious by obsessive-compulsive behaviour of keeping clean. 

f Usually such people are highly nervous and if they have been 
cruelly treated in childhood or have been very strictly brought 
up the disposition to obsessive-compulsive behaviour increases. 
Some of them may not have received adequate goodwill and 
friendship from their colleagues or may have been frequently 
snubbed by their superiors/ Or in their early training undue stress 
may have been laid or. Cleanliness, duty, punctuality or etiquette, 
©r it may be that they were goaded on by some unscrupulous 
member of the family. 

#bsessive-c 4 jmpulsive reactions may grow out of feelings of 
guilt and self-condemnation because of desires which are not 
morally acceptable or behaviour which is forbidden. The person 
is terribly afraid of the social consequences of his behaviour 
or of the possible punishment for immoral desires or wishes,/ 
In the above example the person has feelings of guilt, has 
condemned himself and continues to wash his hands and the like 
as an atonement or expiation for his past conduct. At the same 
time the obsessive thoughts and compulsive behaviour is about 
the only way he can protect himself from the world which he 
sees as threatening his existence and social status. Washing 
his hands to an excessive extent seems to be the only way he 
can make satisfactory adjustment to the world, and relieve his 
anxiety and feelings of guilt. 

Thufc ^compulsive acts are defence reactions to obsessive 
thoughts a«4- fears. Mild forms of compulsive behaviour such 
as mopping one’s forehead, licking one’s lips or pulling one’s 
nose or chin are performed under stress and are such acts as 
the individual has learned to perform to relieve tension. As 
Page says : “Obsessive-compulsive symptoms are best interpreted 
as protective devices designed to absorb and neutralize the anxiety 
created by inner conflicts’^ 

Personality Jraits of obsessive-compulsive reactions 

People disposed to obsessive-compulsive reactions are nervous, 
sensitive, intelligent enough to compensate for their inability to 
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take decisions and their feelings of insecurity by being exces¬ 
sively clean, orderly, particular about details and over-conscien¬ 
tious. They want to be accurate and perfect in everything they ^ 

do. They arrange their time-table of daily routine very care¬ 
fully and follow it very closely. They take their mepls at a 
fixed hour, expect their guests to be very punctual, pay their bills 
promptly, expect nothing to be shifted in their household and 
frame rigid rules for those who work with them. They are 
intolerant of other people's weaknesses. They are mostly 
introverts and are not able to develop cordial relations with 

others. 


Phobia ^ 

f Phobias are intense, irrational and absurd fears. Persons 
suffering from phobias know that their violent fears have no 
basis but they cannot explain or overcome them, they realize 
that the object of which they are afraid does not present any 
actual danger but they are unable to help their phobic reactions. 
We may list some of the major phobias : 


1. Acrophobia 

2. Agrophobia 

3. Astrophobia 

4. Claustrophobia 

5. Hematophobia 

6. Mysophobia 

7. Monophobia 

8. Nyctophobia 

9. Ocholophobia 

10. Pyrophobia 

11. 7xK>phobia 


Fear of high places 

Fear of open places 

Fear of storms, thunder, lightning 

Fear of closed places 


Fear of blood 

rear of contamination by germs 

Fear of being alone 

Fear of darkness 

Fear of crowds 

Fear of fire 

Fear of animals cu- any 
particular animal. \ 



Some people are excessively timid and cautious when they are 
climbing a tower or looking down from a high place, meeting a 
barking dogior spending xl night alone^ But such fears cannot 
be described as phobias, (a phobia is a pathological or morbi 
fear. It differs from intense normal fear in being more violent 
and paralysing, in the situation arousing phobia being not at all 
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threatening or dangerous, in the fact that the individual accepts 
and recognizes that his fear is baseless, irrational and absurd while 
the timid and cautious holds that his fear is justified, in the indivi¬ 
dual having no control over his phobia, and in the difficulty of 
removing phobias!^) 

! We have tried to list phobias but this list is not exhaustive. 
(There are phobias pertaining to dirt, knives, death and what 
not. Nor is this classification of any help in understanding or 
explaining phobias. The names and the list are purely descriptive. 
Fisher, therefore, groups phobias into three heads according to 
the psychological origin of the phobia. He mentions three 
classes of phobias : simple concrete phobias, symbolic concrete 
phobias and symbolic abstract. phobias. In simple concrete phobias 
the patient is afraid of any simple concrete fact in its literal 
meaning. It has its origin in some simple actual fear in which 
that particular fact was experienced. One of my own family 
had phobic reactions to pigeon’s feathers. Children knew about 
it and often made fun of her to her great chagrin and terror. 
It so happened that in her very young days she once saw a 
pigeon being caught by a cat and screamed in great terror but 
she forgot about it and the fear remained. Her fear was so 
violent that she would grow pale and even sweat, and other 
members of the family had to come to her help and reassure 
her. It w4s years later that she got used to bitds being killed 
by her husband when out hunting that she gradually lost her 
phobic reactions. Such simple concrete phobias always have their 
origin in some concrete fear experience. 


In symbolic concrete phobias the object of which the patient 

is afraid is symbolic of some other experience or meaning. A 

person may have phobic reactions about a knife, a swastika sign, 

or a paper because that sign may symbolize some frightening 

experience the past. The knife may stand for murder, the 

swastika sign for political tyranny and the paper for some sort 
of legal blackmail. 

In symbolic abstract phobia his fear is undifferentiated and 
cause of prolonged frustrations or failures he shuns any parti- 

acouimH 7 aC ' ivitios 11 may lie that he has 

qinred ,t from hrs parents this phobia of the environment 
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and he is so much in conflict with it that he either enters into 
his activities mechanically and listlessly or has developed a 
reserve or restraint and frequently disparages all around him- ^ 
self It is generally the case with people who meet too much 
frustration in daily activities and their egoistic reserve hardens. 

f Symptomsj .3 Most of us are afraid of things of which we nor- 
malty^houkPnot be afraid, our fears are irrational, baseless and 
uncalled-for. But phobias are very intense and violent fears and 
interfere with the daily activities of the patient. Thus a person 
suffering from acrophobia may go out on trips with other people 
but avoids climbing high places, mountain tops and the like. 

Even if he or she does climb, he or she simply refuses to look 
below and survey the scene in the plains. Many of them may 
live in the upper storeys of a sky-scraper but will avoid looking 
below on the street. They are terribly afraid of doing so. Such 
people do accept that they have no cause to be afraid, and that 
their anxiety is absolutely uncalled-for but they say that they 
cannot help themselves. This fear and anxiety may be mild 
uneasiness or a full-fledged anxiety attack. 

Other symptoms of phobic reactions are neurotic headaches, 
pains in the back and limbs, dizzy spells, disturbances of digest, 
tion, feelings of inferiority and even obsesgive-compulsive reactions^ 
which have been discussed in this chapter). 

Interpretation : The diagnosis and treatment of phobias is 
possible only after the underlying causes of phobic reactions have 
been understood. The general rule of psychoneuroses applies 
here too that phobic reactions are essentially attempts to meet 
danger from inside or outside, they are simple defence reactions, 
that is, protective devices to which a person has to resort to avoid 
threat and anxiety. 

Usually such patients have traumatic experiences in early 
childhood and phobic reactions are outgrowths of simple con¬ 
ditioned fear reactions. As a child one of the family was pushed 
from the housetop in his village, he was not seriously hurt as ^ 

the ground below was soft but he had such a fright that he 
developed fear of high places Another person is very fearful, 
of taking bath in a river. In his young days he wass a use¬ 
less spectator of a drowning tragedy in which his brother was 
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involved. Such shocking experiences developed in them phobic 
reactions toward particular types of situations^ 

Case histories of phobia patients have revealed that some 
of them have parents suffering from phobias. A father who is 
terribly afraid of cockroaches is most likely to strike a similar 
phobia in his children. A mother who feels terror when there 
is lightning and storms, and expresses her protective impulse 
towards her children by hurriedly taking them inside whenever 
there is a storm and lightning is sure to teach phobic reactions 
to her children. Most people who have phobic reactions on 
meeting a dog have had traumatic experiences of dogs in their 
early life. They probably were terribly frightened and screamed 
when they saw a Jog running, barking at them, the details of 
the terrifying experience were forgotten but the fear remained, 
and though they could not explain their irrational fear they 
pleaded that they could not help themselves whenever they saw 
a dog. Sometimes such situations or stimuli are generalized and 
the patient gives expression to phobic reactions even when meet¬ 
ing a bear, a cat or seeing wild animals in a zoo. The fact that 
they are locked behind bars has no effect on them. 


1 


• i 


As has already been pointed out some phobic reactions are 
symbolic and fear and anxiety are attached to symbols which 
represent actual situations in which they were originally experi¬ 
enced in a violent form. The school may become a symbol of 
the very humiliating and distressing experiences a person had 
there in his childhood and the tyrannical treatment he received 
at the hands of^ his headmaster or teachers. 

f Phobias may grow out of feelings of guilt and anticipated 
pumsfiment. People who were trained and brought up in very 
strict homes full of puritanical atmosphere may live in continual 
fear about losing their morals if they indulged in any talk or 
l>chaviour related to sex. Their fear ahput sex may, if piolonged, 
become obsessive^ 

Phobic reactions may be used as a means of obtaining atten¬ 
tion, sympathy and consideration of others, and the patient 
may use them to dominate his friends and relatives. But in 
most cases he is bound to meet with ridicule and fun as the 
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common people do not care to appreciate the difficulties of 
a n eurotic and c ondemn him as a faked 

| Treatment J KThe treatment of phobic reactions depends on 
the nature of die underlying cause. It is usually more difficult 
than that of anxiety attacks, particularly if the condition has 
lasted for some time. If it is due mainly to shocking experi¬ 
ences in early childhood, a carefully drawn up programme of 
reassuring him and bringing back to him the nature of experi¬ 
ences under which he acquired his phobia may help. Often 
he is encouraged sympathetically by friends and relatives to 
face the situation in which he feels terror, he may be persuaded 
to go up high places or face animals in a zoo and repeated ex¬ 
periences in these situations may help him to overcome his 
phobia gradually. Parents would be well advised that they 
should help children under their care to overcome the frightful 
aspects of shocking experiences and prevent the development of 
phobic reactions by discussing such experiences in an objective 
manner. Such peisons need great care and sympathy and no 
useful purpose is served by making fun of them or laughing at 
their fears. Help of psychotherapy detailed hereinafter in \ 

some of the following chapters should be sought. 

Patients of phobic reactions are generally not aware of the 
basis or origin of their fears, their reactions are often violent 
causing great inconvenience to themselves and people around. 

But if they are assured that their violent fears would disappear 
altogether they would willingly co-operate in the treatment and 
removal of such fears. In the case of strong guilt feeling being 
the cause of such phobias change of social environment and 
temptations to join groups of people for whom those taboos do 
not exist will go a long way to help. A 

War neuroses 

The history of the world or any country is mostly a history 
of its wars and the conditions of warfare, social disorganization, 
separation from their dear and near ones, working in an orgamza- fc 
tion which is extremely regimented and exposed to the horrors 
of modern combat, lead to several types of mental disorders. 

Most people crack under the strain and their personalities dis- 
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integrate. Such psychoneuroses as occur under stress of condi¬ 
tions of war were called Shell Shock in the First World War 
and Combat Fatigue in the Second World War. Both these 
terms are misleading as Page has pointed out because they 
wrongly imply that it was the physical effects produced by 
exploding shells or the fatigue of battle which were responsible 
for the appearance of the neurotic symptoms. But really it was 
the psychological strain of forced and continued living and 
working under terrifying and dangerous conditions, of harsh and 
cruel scenes and sounds, which precipitated the symptoms. Dur¬ 
ing the Second World War psychologists began to talk of minor 
neuroses caused by working and living at the battle front as war 
neuroses. War conditions involve new types of situations for 
almost all people and both civilians and army men may suffer. 
Of course, both try their level best to make suitable adjustments 
in war situations but a number of them are unable to adjust 
adequately enough. We may draw up a list of probable sources 
of stress and strain : 

1. The most basic hazard was the separation from the 
family and anxiety for the welfare of the family. This 
was especially true about those soldiers and civilians 
on the soil of whose country actual fighting took place. 
Russia, France and Britain were involved in the Second 
World War and the civilian populations were as badly 
bombed and mauled as the soldiers. 

2. Fatigue. Anxiety marks physical fatigue brought about 
by bad food, long hours of work and difficult condi¬ 
tions of work and rest. 

3. Rigid discipline which brooks no exception or devia¬ 
tion. 

4. Boredom and monotony for both civilians and soldiers. 
No change or recreation kills the spirit. 

5. Loss of liberty and abundance of restrictions on food, 
rest and talk. 

6. Strange and unfamiliar surroundings. Sometimes they 
were disgusting. 
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7. Change of diet. 

8. Radical change in attitude toward authority. 

9. Radical change in the mentality of people—constant 
fear, threat and danger to life and property makes peace 
loving people wild with thirst for killing enemy. 

10. Fear of injury, losing a limb, becoming deformed or 
even death. 

Fatigue, anxiety and dangers of death or injury creates severe 
tensions and what were once efficient and effective workers 
are haunted by these and turn listless, dazed and inefficient. 
A number of persons whose adjustments were already less than 
normal and who had germs of psychopathology fall an easy victim 
to these disturbing influences of the new environment. Here we 
will deal only with the neurotic reactions of the army personnel. 

Some people form their life patterns and goals fairly early 
and their patterns of adjustment are very rigid and inadequate. 
Such people are the first to break down in their military career. 
War involves new types of life situations, they are expected to 
give up certain goals and patterns of behaviour, to acquire new 
type of speech, to give up their individuality and merge them¬ 
selves into a herd of killers of the enemy. They are called 
upon to identify themselves with the country to a much greater 
extent than they had done so far. Some are able to make suitable 
adjustments under the necessity of patriotic feeling but others 
feel nagged, frustrated and disgusted, always ill at ease. 

The first experience of actual combat may exhaust him not 
only physically but also emotionally. His duty is intense, his 
failures involve feelings of guilt and depression. He may not be 
able to co-operate with others or participate in the life at the 
battle front. If this combat stress is prolonged and severe it 
may produce violent conflicts and lead to the breakdown of 
personality. 

When the army personnel returns to civil life after the war 
they have to face new difficulties. Patterns of social life, 
employment and economic order change radically during the war 
and they are not able to fit into the new world readily and easily. 
Some of them are not able to satisfy their basic needs and 
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bring a hostile attitude from the war. This places them at 
the other end of their world and they may not be able to live in 
peace with it. 

Many women entered war service for patriotic feelings. 
Some might be doing it for acquiring freedom and security of 
employment, but having to put on uniform, to give up their cos¬ 
metics and indoor habits and ways, their feminine roles and chores, 
to work under pressure, not seldom under the eyes of men, create 
conflicts and tension which spell neurotic troubles. 

Symptoms: These are generally described as combat fatigue 
or operational fatigue involving irritability, loss of sleep and diges¬ 
tive disturbances. The people are easily startled and even when 
facing mild stimuli their reactions are violent and over-done. Even 
small annoyances easily develop into intense angers and the 
emotional control is impaired. A mild noise may make them 
jump and carry out defence reactions. In the face of over¬ 
whelmingly powerful and dangerous forces from which they cannot 
escape and which they cannot possibly halt the people feel 
extremely helpless and are assailed by anxiety states. 

There may be symptoms of conversion hysteria and the limbs 
and organs affected are those which are needed most by soldiers 
in actual fighting. Such symptoms resolve the conflict of the 
soldier between his desire to run away and his need to remain 
and fight. If a soldier is wounded he arrives in the hospital 
tense and shaky, he trembles while speaking and he is afraid, 
but after his bandages are removed and he has had a look 
at his wounds, he feels calm and carefree for lie is now assured 
a long escape from combat situations. 

There may be phobic reactions, amnesia in which he forgets 
all about his experiences and friends, he may even forget his past 
history. Many soldiers run away from the battle field not merely 
to escape the danger zone but because they wander away having 
foigotten all about who they are and what they have been doing. 
In such cases their anxiety had become unbearable and they 
repressed all details and memories completely. 

There are psychosomatic, reactions in which several bodily 
organs are involved. Eyes and cars may stop functioning, there 
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may be digestive disturbances, abdominal ulcers, pains or even 
vomiting. Urinating and elimination may be uncontrolled or 
there may be palpitation. Anxiety and depression follow frustra¬ 
tions of prolonged and intense nature. 

Some soldiers on being discharged from the army on the ter¬ 
mination of the war become very passive and dependent on 
others. 

Incidence : Incidence of war neuroses is not high at all 
mostly because new recruits are given detailed psychological tests 
and those with tendencies to neuroses are eliminated. Detailed 
investigations made during the Second World War have revealed 
that soldiers who suffered most were raw and had not been given 
adequate training or they belonged to defeated or retreating 
troops ; or their regiments had not been given frequent rest from 
the battle front or their morale was low-. Some patients had 
no adequate armoury to fight back and were under fire they could 
not return. 

Treatment : Methods of treatment are detailed in a separate 
chapter. In addition to those methods patients are given hypnotic 
drugs in sufficient quantity so that they feel sleepy but do not actually 
go to sleep. In this state of semi-consciousness they arc able to 
revive their memories of shocking experiences and they are able 
to integrate their behaviour again. The aim often is to bring back 
such patients to active duty or other auxiliary duties of war. 

Traumatic neuroses 

These psychoncuroses follow physical injuries or accidents. 
It is quite possible that physiological or neurological changes may 
not be present and such cases arc dealt with independently of 
the physical factors. Such neuroses arc seldom found among 
children, it is the mature adult, particularly the male, who is a 
ready victim. Page thinks that there are two critical indicators : 
(1) a marked discrepancy between the severity of symptoms and 
the extent of actual injury, and (2) resistance of symptoms to 
treatment. 

The most important factor in the production of this disorder 
is obviously of objective nature, some shock, injury or accident 
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coming from the external environment. But this does not mean that 
there are no predisposing factors in the personality make-up of 
the patient. In fact there always are such factors only they are 
so insignificant as to escape notice. 

The nature of symptoms is largely determined by the per¬ 
sonality make-up of the individual. They arc usually hysteria, 
whether conversion hysteria, anxiety hysteria or hysterics as have 
been already described. Traumatic hysteria may be discussed in 
detail as there are thousands of such cases who suffer from 
headaches, pain or depression due to minor car accidents. As 
has already been stressed the severity of the symptoms has 
nothing to do with the seriousness of the injury. In fact very 
serious injuries may be followed by very mild reactions and 
even very minor accidents with little or no injury, even the 
anticipation of an accident or injury, may lead to very severe 
symptoms. Page quotes a case from Janet. A man while riding a 
train in motion, foolishly got down on a step to pass from one 
door to the other. At that moment he became aware that the 
train was about to enter a tunnel and that his left side, which 
was projected, would be crushed against the arch of the tunnel. 
He fainted, but fortunately he was taken inside the train with¬ 
out suffering the slightest injury. Nevertheless, he developed 
a paralysis of the left half of the body. 

In most cases of traumatic neurosis there is a latent pre¬ 
disposition to develop a neurosis and all that the injury or shock 
does is to bring it out. Repression and dissociation are present, 
and so is the desire for compensation, self-pity, fear of 
being rendered useless for work and grievance against employer. 
The patient seems to have a vested interest in his symptoms and 
therefore prognosis is poor. When the damages are paid or it is 
decided that no damages are due symptoms begin to disappear. 
As in other neuroses the patient sincerely believes in the reality 
of his symptoms. He is not faking or pretending to be ill 
but it is difficult to distinguish between the real and the fake 
patient. 

The symptoms described here are of severe cases of traumatic 
neuroses. They are not the result of physical injury but of the 
disruption of personality. They may be seen in a person who has 
11 
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been severely injured in body but they may also be observed in 
a person who has not at all been harmed. It is important to 
understand that we all have shocks in life and probably most of 
us have been involved in one accident or the other during the 
course of our lives. Why one person shakes off the experience 
of such accidents and another succumbs to it is not known. It 
must be due to personality factors already present in him. 

Treatment : Milder cases improve with a sedative or a few 
drops of tincture ammonia aromatic given in a spoonful of water. 

Good results may also be obtained by talking out the incident 
with the patient. Often it may help to go through the experience 
or activity which has produced this shock once over again. Most 
often the trouble does not last long and the abreaction method 
to be described later is quite helpful. 

Psychoneuroses in physical disease 

It has long been recognized that mental and emotional 
factors influence physical health. We have already pointed out 
how certain bodily ailments follow acute attack of anxiety, depres- f 
sion or anger. American doctors have testified that a large 
percentage of patients seeking medical advice and help do not 
suffer from any bodily trouble but are seeking mental and 
emotional support in their tensions, worries, obsessions and the 
like. That is why modern medicine insists that in the treatment 
of physical disease doctors should try to understand the whole 
person, his entire background, mental, emotional and social. The 
importance of the study of psychological factors in the diagnosis 
and treatment of physical ailments is called the psychosomatic 
approach, and has already yielded very favourable results in 
curing disease. If our aim is to cure the patient rather than the 
disease we must study the individual as a whole taking into account 
emotional and mental factors. 

Perhaps disorders of the heart provide a very clear example 
of how important is this psychosomatic approach. A large , 
number of people who complain that they are suffering from a 
bad heart have practically no organic defect. The symptoms 
are usually the product of suggestion, misleading information 
and anxiety. Individuals who have lost one of their parents 


( 163 ) 


due to heart trouble frequently are led to think that they 
too have a defective heart. This belief is strengthened by the r 
own anxiety and fear, and in course of time prolonged anxiety 
and fear may actually bring about symptoms of the heart trouble. 
Worry and emotional factors so weigh upon them that a weak 
heart really does become defective. 


We have already studied the effect of anxiety, worry and 
other strong emotions on the digestive system. Businessmen 
who work hard and are constantly worried about their financial 
transactions often complain of indigestion, heart-burn and dis¬ 
comfort. Some of them develop peptic ulcers because of pro¬ 
longed and intense emotional strain. We have already treated 
at length the interaction of physical and mental factors. 

Often lack of emotional outlets may produce restlessness, 
palpitation, sleeplessness, headache, indigestion and the like. A 
young idealist who refrains from sex relations but at the same 
time allows his imagination to stimulate his sex impulse is in 
for real trouble and should not be surprised if he suffers from 
psychosomatic disorders described here. 


People who are confined to bed for a long time may develop 
utter lack of confidence in themselves and pose a threat to the 
integrity of their personality. It may also make the patient expect 
sympathy or may lead him to indulge in excessive self-pity. He 
may unconsciously desire illness and this is another threat to his 
personality. 


QUESTIONS 

1. Distinguish between obsession and compulsion, and 
describe the important symptoms of obsessive-com¬ 
pulsive states. 

2. What are the main causes of obsessive-compulsive states 
and what traits of personality favour them? 

3. What is a phobia? What are the common types of 
phobias? How will you deal with phobia reactions? 
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4. What are the general causes of phobic reactions? How 
will you deal with them? 

5. What is a war neurosis? What are its causes? What 
traits of personality favour it? 

6. Give an example of traumatic neurosis? How can 
such a case be treated? 

7. Give an example of a psychoneurotic whose trouble is 
due to prolonged illness. How will you deal with him? 


CHAPTER 10 


General Causes of Psychoneuroses 


f After having studied the several types of neuroses we are in 
a position to discuss the general causes of such behaviour and 
indicate the importance of several factors in bringing about 
psychoneuroses .) As these factors interact and contribute to 
the development of such abnormalities of behaviour in a very 
subtle way and it is not always possible to pin-point what parti¬ 
cular factor has worked most. Such discussion can mostly serve 
the purpose of understanding. Page has listed the difficulties of 
such a subject, and according to him, in the first place there are 
so many types and degrees of neurotic behaviour and each type 
has its own origin and causes that it is not easy to indicate general 
causes of such types of behaviour. It would be far more under¬ 
standable to indicate separate causes of each type of neuroses as we 
have tried to do in the last two chapters. Secondly, with multiple 
factors working in any psychoneurosis it is difficult to assess 
their relative importance. Thirdly, the same symptoms may 
result from a variety of different causes. Fourthly, symptoms of 
any psychoneurosis are not peculiar to it alone. 



Jolemanclassifies the general causes of psychoncu roses into 
three types, biological, psychological and social, and we may con¬ 
sider them under these three heads^} 


Biological factors 

The most important biological factor is Jieredity, and 
psychopathologists are not clear as to what part heredity and con¬ 
stitutional factors play in neuroses or in other mental disorders. 
Some authors attribute every type of mental disorder to heredity 
as other authors trace every mental ailment to environmental 
influences.^ A few studies which have been made of army people 
and civilian population show that neurotic patients always have 
neurotic parents and these disorders do run in families, but 
whether on this evidence we can attribute all psychoneuroscs to 


inherited dispositions may not be justified. But heredity is a con¬ 
tributory factor. 

However, certain biological factors seem to be very 
important in the development of the neuroses. Our mental con¬ 
flicts produce real physiological changes and on these changes are 
based some of the neurotic symptoms like anxiety, tension, palpita¬ 
tion, digestive disturbances and over-sensitivity to certain stimuli. 
In some families every small trouble is much cared for, every 
member of the family worries about it and it is considered 
a sign of more serious illness. Such fears and worries may 
cause further disturbance in digestion, and of course prolonged 
illness has at least this pleasant effect that it releases the patient 
from all 'responsibility for arduous tasks. This is an easy way 
to develop psychoneuroses. 

Worry, emotional tension and fears have biological effects in 
loss of sleep, loss of appetite, headaches, fatigue and listless¬ 
ness, and they lower the physical and mental resistance of 
the individual. Physical illness, over-work, poor diet and other 
biological conditions also lower the resistance of the individual 
and pave the way for the development of all sorts of psycho¬ 
neuroses. Too often people are ready to accept that anxiety 
has caused physiological changes like indigestion and headaches 
but they cannot accept that lowered physical health and resist¬ 
ance makes them prone to anxiety, sensitiveness, loss of temper, 
irritability and exaggerated worry about one’s physical condition. 
Fatigue is often put down to over-work, malnutrition or run¬ 
down bodily health. This may be quite true. But equally true it 
is that prolonged emotional conflicts also have the same effects. 

Things are much more complicated when psychological 
symptoms are added to an already present illness. The physical 
illness does cause psychological symptoms, rather the latter are 
a reaction of the individual to his physical illness, that is the 
way he responds to the stress of physical disease. 

But the biological factors involved in conversion hysteria 
are even now not clearly understood. How neurotic anxiety is 
translated into a paralysis of the arm or the leg, how such 
mental factors are converted into loss of pain or fever is still a 

puzzle. 
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(constitutional factors also affect a person’s predisposition 
to certain physical and mental ailments, and include all those 
biological and psychological aspects of his make-up, whether 
inherited or acquired, which enable him to resist or fall a 
victim to disease. They consist of his bodily build, sex and 
temperament, and are influenced by nourishment, climate and 
physical disease^ 

Many attempts have been made to classify people on the 
basis of their constitution. One such attempt tries to trace 
personality to physique. People were distinguished into long, 
thin, short, stocky or athletic, muscular build, and an attempt 


was made to find personality traits peculiar to each type. No 
student of psychology will accept this as having any degree 
of accuracy. In the first place such classes are not mutually 
exclusive and several individuals may fall into more than one 
type. And some individuals may not fit into any type at all. 
The fact is that human beings vary so much in physique and 
personality patterns that it is difficult if not silly to try to fit them 
into a few holes. 

(Endocrine glands are relatively small in structure and their 
function is to secrete chemical substances known as hormones. 
These hormones-are discharged into the blood stream. Though 
they are very small they are very powerful in their influence 
on the structure and function of the body. They act together, 
influence each other and depend on each other. If one of them 
is under-active or over-active it affects the working of the others. I 
Two or three of them may have a joint work in controlling 
specific functions. Here a brief description of their specific 
functions is given separately only to facilitate better understanding. 


The thyroid situated at the base of the neck discharges the 
hormone thyroxine. If this gland is under-active and this 

hormone is deficient the individual becomes an imbecile and 
inactive, if it is over-active he becomes unstable and tense. If 
it works in moderation it may produce changes ranging from 
argy and mental dullness to psychomotor hyperactivity and 
K^e alertness. Under-active thyroid in children will make them 
gty, feebleminded dwarfs, they will have heavy features and stupid 
expression. If it is over-active children will grow into giants, 



with puffed features and very sluggish in movement and under¬ 
standing. Excessive discharge of its hormone quickens the speed 
of bodily processes, the individual loses weight, and rapid pulse, pal¬ 
pitation, sleeplessness and restlessness are common. 

Close to the thyroid are located the parathyroids whose 
removal or destruction produces tremors, twitches, cramps and 
convulsions. The individual becomes very irritable, unstable, and 
short-tempered. 

The two adrenals are found at the upper end of each kidney. 
Each gland consists of two parts, the outer part is called the 
adrenal cortex and the inner is called the adrenal medulla. 
The former secrets cortin which is essential to life and 
its deficiency leads to extreme fatigue, loss of appetite, 
irritability, insomnia, lethargy and darkening of the skin. Its 
excess stimulates the development of male sex characteristics 
in both sexes. Women who grow beard and develop masculine 
physiques suffer from an excess of cortin. If this excess takes 
place in early life in boys it hastens puberty. The adrenal 
medula secretes adrenin only in emergency, in stress situations, 
in times of great emotional excitement. In situations marked 
with strong fear and violent rage, muscles require greater 
energy for flight or attack and extra energy is supplied by 
adrenin. It speeds up circulation, helps quick breathing and 
supplies sugar from the liver. It helps greater supply of oxygen 
also. 

The pituitary gland is called the master gland because it 
exercises control over other glands as well. It is located in 
the temple and secretes a hormone which is responsible for 
growth. Its over-activity makes young people grow into giants 
seven to nine feet in height. Giants are sterile and are short¬ 
lived. If it becomes over-active in adult age, the organism 
may not grow in height but there is general thickening and 
expansion of the bone structure, the head and the jaw bone may 
become larger, the nose becomes broader and the feet thicker 
giving the individual the appearance of a Gorilla. Its deficiency 
may produce midgets. Unlike cretins midgets are of average 
intelligence and do not look ugly. They are well-shaped. 

The pituitary gland also affects the sex glands. 
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Gonads are sex glands. The male sex glands are testes which 
produce sex cells and secrete hormones which are responsi 
for the development of masculine, physical and mental, traits. 
The two hormones known so far are testosteron and androsterone. 
These hormones are secreted in large quantity during puberty 
and produce sex chaacteristics like the growth of the sex organs, 
appearance of the hair on face and body, deepening of the voice 
and development of masculine body shape. 

The female sex glands are ovaries and secrete hormones of 
estrogen and progestins. They are responsible for the production 
of ovum, menstruation and pregnancy, for sex maturity and 
for the development of female sex characteristics both physi¬ 
cal and mental. In late forties they determine what is called 
menopause or climactric which means a change of life for women. 
This period is marked by irritability, restlessness, mental depres¬ 
sion and sleeplessness. Their cause is mainly physiological but 
some women begin to expect them and get them. In neurotic 
women these symptoms are more pronounced, and can be treated 
effectively by psychotherapy or injection of hormones. 

The pineal gland is attached to one of the ventricles of the 
brain. Its real function is not known but it is generally held 
that it controls the rate of physical growth. 

As has been stressed above these glands work together and 
are inter-dependent. If they work in harmony and balance the 
individual is happy and well-adjusted. But if this balance is 
disturbed there may be disorders of behaviour and personality. 
The adequate and normal supply of hormones is essential for 
the normal physical and psychological development of the indivi¬ 
dual. We have already seen that under-activity or over-activity 
of any endocrine gland may have marked effects upon psycho¬ 
logical functions, and that anxiety, fatigues or restlessness 
may be due to under- or over-supply of hormones. Imbalance in 
the functioning of the glandular system will produce physical 
anamolies which lead to psychological disturbances. It is not 
easy for midgets, bearded ladies, giants or very fat persons to 
continue to be happy and well-adjusted. Too often they are 
exposed to ridicule, people make fun of them and they are not 
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able to mix with people as freely as they would have done if 
they had been normal. 

In a general way the endocrinal glands play an important 
part in bodily, mental and emotional development, and if their 
functioning is defective, they may contribute to disorders of 
behaviour. It may not be that such defective functioning by 
itself is the cause of disorders or at the worst may be causing 
only a small percentage of abnormalities. 

On the other hand it is argued that defective functioning 
of the endocrine system has nothing to do with abnormality. 
Hardly 5 per cent of the abnormal behaviour patients have 
gland trouble and the number of patients suffering from 
glandular deficiency or irregularity found suffering from 
psychoneuroses is equally small. And a large number of mental 
patients who have been given extracts and various preparations 
of hormones have shown no improvement. 


Psychological factors 

/Psychologists are not agreed about the psychological origin 
of psychoneuroses and we may trace some of their views on the 
subject. This will help a better understanding of the psychological 
factors involved in psychoncuroses^ 

(j^Adolph Meyer laid the stress on unrealistic levels of 
aspirations. Many people have no realization of what they 

are really capable of achieving, have too high ambitions and 
do not accept themselves for what they really arc. For mental 
health it is very necessary that they should know themselves in 
all their strong points and weak points, and to formulate their 
goals and objectives in life according to their capabilities. Failing 
to accomplish their high goals they feel frustrated, develop 
inferiority feelings, apprehensiveness, timidity and other defective 
emotional adjustments, ana ultimately this leads to the develo 
ment of psychoneuroses as a sort of defence reactions to protect 
themselves from embarrassment, distress and disgrace.J 

In his early days Freud stressed the fact of psychic shock 
and its association with sex ip childhood as being important 
in producing psychoneuroses^J Later the “Oedipus situation” 
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in which the child has incestuous wishes for one of the parents 
brings about frustration and conflict and was cited as the cause 
of neuroses. Still later Freud stressed the frustration of sex 
impulses as the major cause of neuroses, this frustration being 
caused by social norms and codes and their restrictive influence. 
Sex instinct and social experience conflict, the demands of both 
are urgent and powerful. Still later Freud left it to the uncon¬ 
scious and its contents to explain the psychoneuroses. 

Adler’s approach resembles that of Meyer in so far as he 
stresses that our life is largely competitive and in this com¬ 
petition for more and more fruits the individual fails to assess 
himself correctly, to accept himself as he is, and, therefore, deve¬ 
lops feelings of inferiority. The neurotic is one who is afraid 
of entering into the field of competition and shies away. Neuroses 
are excuses for his failures. Adler’s approach does not explain 
satisfactorily all the symptoms of neuroses but helps to under¬ 
stand some of them. 

Later Fenichcl traces neuroses to emotional conflicts of 
childhood and observed that later environmental influences 
revived those conflicts and produced neurotic reactions. An 
adult who was always rebuked and condemned in childhood may 
react to his environment with diffidence and develop feelings of 
insecurity and hostility. Such feelings may persist till he achieves 
some success in love or employment. 

Karen Homey has particularly stressed how the child reacts 
in a hostile manner to the parent who rejects him and that 
this feeling of hostility is the basis of later neurotic reactions 
Because hostility is dangerous to express openly, it is repressed 
But it is possible that such hostile wishes may break through 
the unconscious and express themselves in outer behaviour 
Such a step will meet with retaliation from die parents and 
bnng about unpleasant results. So he learns to suffer and spends 
most of his time and energy in fighting his own dangerous 
desires and wishes. He cannot fight for his rights, Iras to sup¬ 
press his legitimate needs and is a victim of inner conflict 
This weakens his personality and paves the way for the develop, 
ment o neurotic reactions. Homey puts forward three types of 
personality, favourable, unfavourable and indifferent and by 
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extending her approach to neuroses includes the factor of dis¬ 
turbed social relations as contributing to neurotic reactions. In 
his attempt to adjust himself to his social environment the indivi¬ 
dual may take one of the three approaches mentioned here. He 
may be afraid of joining the social drama, feel inferior and 
insecure, incapable of competing in the world and, therefore, may 
withdraw from it. This attitude of retreat is one type of reaction 
in which he keeps away from the give-and-take of social partici¬ 
pation. If he does try to meet people and share their collective 
activity and experience he feels very anxious and fearful. As 
things are it is hard to avoid social participation and, there¬ 
fore, the inner conflicts play havoc with him. If on the other 
hand he continues to keep away the feelings of apprehension, 
insecurity and inferiority become deeper and lead to anxiety, 
dissatisfaction and self-devaluation. Thus his adjustments instead 
of solving his problems make them still more difficult and lead to 
neurotic behaviour. 

In dealing with different kinds of neuroses we have again 
and again stressed that the patient persists in his reactions, 
he clings to his symptoms for they protect him from anxiety 
and conflict though in a superficial manner. This basic fact 
must be kept in view in understanding the psychology of psycho¬ 
neurotics. As symptoms grow in intensity, his adjustments are 
worse, and the worse the adjustments the more violent symptoms 
become. This vicious circle is the keynote of neuroses. 

Study of case histories has revealed that it is the conflict 
and faulty adjustments of childhood which predispose a person 
toward neurotic behaviour. Feelings of insecurity and inferiority 
engendered in childhood by over-strict discipline, poverty or 
continued failure pave the way for the development of neurotic 
symptoms later on maturity. 

Generally there are' three factors involved : (1) when the 
individual feels incompetent, inadequace and incapable of reach¬ 
ing the goals and ambitions of his life or has failed to do so 
and feels inferior and low, (2) when dangerous desires of sex 
or hostility seem to break through his defences of symptoms, or 
(3) when the individual thinks and feels that his situation is 
intolerable and there is no way out of it. Life’s tragedies, failures, 
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disappointments and strong feelings of hatred and love all contri¬ 
bute to such feelings and we all suffer from them. In mild or 
strong degrees we all have neurotic trends and resort to protective 
devices in the form of symptoms to escape such situations. 

The phenomenon of anxiety is central to psychoneuroses. In 
normal persons it serves the biological purpose of making us 
take measures to avoid it, but among neurotics this purpose is 
not served. The emotion of anxiety is universal and is associated 
with restlessness and increase in muscular tone, and the heart 
and the vascular system prepare the individual for action— 
the pupils dilate, the hands tremble, and palms of the hand and 
soles of the feet become damp. Victims of anxiety feel the need to 
move about, to act, to decide, and thus to end whatever dilemma 
they find themselves in, and the anxiety tends to increase till 
they are forced to take a decision, whereupon, even if the 
decision is wrong, the anxiety subsides. Normal anxiety is 
removed when the mind is made up and measures have been taken 
to deal with the source of anxiety. Except when there is a 
national upheaval or disaster and anxiety takes the form of panic, 
the emotion of anxiety is so unpleasant that every one is com¬ 
pelled to take suitable steps to remove its source. Anxiety is 
useful in so far as it helps us to adapt ourselves to the world, 
to avoid danger and trouble if we can, and deal with it if 
we cannot. But the neurotic reacts very badly and inadequately 
to the stress situation. He may experience more anxiety than 
most or may experience more anxiety because he cannot identify 
the threats. Having developed much intenser anxiety, he may 
fail to deal with his problem and thus add to his anxiety or 
he may get rid of his anxiety by means which leave the source 
of anxiety untouched and thus may increase his troubles in the long 
run. The several types of psychoneuroses dealt with in the last 

two chapters indicate how such troubles are built up and 
intensified. r 

The personality make-up of some individuals is such that it 
inclines them to certain types of neuroses. Anxiety-prone people 
experience mild apprehension even in the face of minor troubles. 
We can say that they have an anxiety-ridden personality. They 
are tense and jumpy, and under unusual strain, they may lose their 
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efficiency. Even in decision-taking they are quick but do so on 
whatever evidence is available. In a physical emergency it may 
be nelpful but fails when subtle decisions have to be taken in 
complicated situations. Such people usually develop, what have 
been described as anxiety states in a previous chapter. The 
symptoms of such a neurosis have already been discussed. 

The patient with prolonged anxiety is uncomfortable, cannot 
sleep, may be irritable and jumpy and tire easily because of 
muscular tension. He may call in alternative but neurotic 
mechanisms to deal with anxiety. One well-known method which 
has already been described in detail and which is adopted to deal 
with discomfort of anxiety is to develop hysterical conversion 
symptoms. Some people are able to fall ill in an apparently 
physical way when anxiety is too much for them, and this illness 
excuses them from the responsibility of tackling their problems. 
One well-known symptom is amnesia in which the patient forgets 
all about himself, his identity and past. It is difficult to distin¬ 
guish between hysteria and malingering, and many such patients 
are escaping or trying to escape from the consccjences of a crime 
or misdemeanour. Hysterical symptoms are found among people 
who are somewhat primitive. 

Hysteria conversion symptoms are likely to be produced by 
patients known as hysterical personality, a provocative and 
emotionally shallow personality, often inclined to be theatrical 
and showy. 

Persons suffering from obsessive-compulsive reactions are in¬ 
clined to be neat and tidy, parsimonious though quite hospitable, 
conscientious to a greater extent than is necessary or comfort¬ 
able, attached to a routine and uneasy about violating rules even 
to a minor extent. He is a good person to have as a subordinate, 
may not lie convenient as a colleague but is a critical superior. 
This kind of person is rendered uneasy by any disturbance of 
routine and by pangs of conscience at the slightest departure from 
accepted rules. 

Phobic states occur when anxiety is centred on an objective 
neutral situation, common one which has a special meaning for 
the patient or which has a tendency to cause anxiety and fear. 
Such patients are usually women and they may become phobic 






( 175 ) 


about travel, bridges, dogs, heights or closed rooms. Such phobic 
reactions divert attention from the real source of anxiety and the 

effects of phobia provide a support to this emotion. 

M 

Psychological causes of psychoneuroses have been given in 
detail and a good many points have been repeated from the 
earlier chapters. But it is hoped that this repetition will help a better 
understanding of the subject. It must, however, be borne in mind 
that causes of neuroses arc multiple, including physical, constitu¬ 
tional and psychological and any systematic treatment must have 
a wide application and take into account all the possible factors 
operating in the life of the patient. 

Readers are also referred to various theories put forward by 
psychoanalysts for explaining the origin of psychoneuroses. These 
theories do not contradict each other, rather they contribute to 
the whole picture. 

Social and cultural factors 

The psychological ailments of man are not a product of 
modern civilization as is very commonly supposed. Mental 
defectives, insane people, hysteric patients, acute neurotics 
and the like have been referred to in history and literature of 
the past in all countries though treatment of such patients has 
varied from culture to culture and from one social structure to 
another. From what descriptions of their symptoms are available 
it is evident that they were very much similar to what we find today. 
Nor arc these ailments peculiar to any particular class or group of 
society. Psychoneuroses and psychoses are found as frequently 
among educated classes as they are found among the uneducated 
the rich arc afflicted as much as the poor. Professors and prosti¬ 
tutes, lawyers and criminals, businessmen and labourers politi¬ 
cians and delinquents, men and women, all have their share of 
neurotics. However their incidence varies very widely for different 
groups and sections of society. Page says “Antliropological studies 

have that even the Primitive people are afflicted with 

mental deficiency, psychoses, psychoneuroses and criminality” 

As has already been pointed out hysteria is more common 
among primitive peoples and among patients from lower economic 
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and educational status. Anxiety reactions and obsessive-compul¬ 
sive reactions are found among richer and better educated classes. 
During the war hysteria was more common among private soldiers 
than among officers while anxiety was more common among officers. 
Generally speaking psychoneuroses are more common among 
educated and cultured people than rural or backward classes. 
Among people whose social life is largely controlled by social 
norms and codes psychoncuroses are less common. Most of the 
conflicts of life are solved according to tribal traditions and the 
range of tension is reduced. Similarly among races where the 
role of custom and tradition is very powerful or the law of destiny, 
God's will or Karma is widely accepted the range of tensions, 
anxiety and conflicts is smaller, disasters, failures or disappoint¬ 
ments are accepted as a part of our destiny, and there the matter 
ends. In those social organizations in which the idea of indivi¬ 
dual responsibility is strong, where initiative and industry are 
considered basic to success and happiness in life, and where 
people are highly educated, rational and intelligent neurotic 
reactions are more common. In modern civilized living where 
competition is found in abundance and where social relations arc 
more complex and complicated, tensions and anxieties are greater 
in number and intensity, and psychoneuroses are more common. 

The pace of modern living is greater, everybody is engaged 
in getting ahead of others and in this fast race everybody does not 
come out victorious. Life’s defeats, failures and disappointments 
are varied and numerous—all the more reason for greater incidence 
of neuroses. 

A study of the life history of criminals, delinquents and 
abnormal people reveals that most of them had one or more of the 
following influences in their childhood : 

1. Financial stringency in the home, poverty, financial 
losses, failure in business of parents, unemployment. 

2. Broken homes, frequent clashes between parents, separa¬ 
tion of parents. 

3. Neglect on the part of parents, loss of affection, too 
many brothers and sisters, unwanted children. 
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4 Disappointment in love affairs, inability to marry for 
reasons over which he or she lias no control. 

5. Terrifying experiences like war, earthquakes, fires, 
communal riots. 

6. Loss or death of dear and near ones. 

7. Loss of position, scandal in the family. 

In the development of psychneuroses such unfortunate episodes 
of life may serve to produce, precipitate or aggravate neurotic 
reactions. As these episodes are almost universal and are foun 
in the life of everybody, they cannot be accepted as the sole 
cause of psychoneuroses. /Almost everyone at one moment or the 
other of his life has ha9 to face the challenge of stress and 
strain situations which produce deep anxiety, and such situations 
may be similar to those felt by psychological deviants.^But how 
is it, one may ask, that some people develop neurotic reactions 
and some do not? On the other hand we cannot ignore such 
factors as merely incidental, having little of no effect on the deve¬ 
lopment of neurotic reactions. The only alternative left is to hold 
that such life situations precipitate or aggravate neurotic trends 
already present in the individual. When they are experienced by 
people with strong stable minds who take the rough with the 
smooth bravely and realistically they do not have serious conse¬ 
quences but when they are experienced by people who arc 
predisposed to psychological disturbances because of their 
heredity or past history they lead to the development of psycho¬ 
neurotic reactions. 

(perhaps the disasters which upset the life of the people on a 
national scale show very clearly the importance of distressing 
emotional experiences. The war ravaged populations of Europe 
have not been systematically studied from this point of view 
but a few accounts that are available show that it is the armed 
forces which suffered most from neuroses. The economic depres¬ 
sion, lack of material resources, loss of relatives, unemployment and 
the like had their usual effects but there was no evidence of any 
special increase in neurotic cases. In our own country the large 
scale murders, looting and other disasters which overtook the 
people migrating to and from India told badly on the mental 
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stability and balance of thousands of peopled Though no sys¬ 
tematic study was made the general impressiorfis that people from 
West Pakistan stood the ordeals and deprivations of partition 
bravely and with a stout heart. There was no marked increase in 
the incidence of neurotic reactions. 

A question very often raised is : Are there certain races more 
prone to psychoneurotic reactions? Are there any nationalities or 
sections of them which are more neurotic than others? No sys¬ 
tematic studies have been made so far and what prejudices and 
opinions are available are just impressions of people generalized 
on the basis of isolated experiences. Because countries which have 
provided more extensive facilities for the treatment of psycholo¬ 
gical disorders also offer more accurate records of psychological 
ailments people naively assume that those countries are more 
afflicted by such ailments. The fact that African tribes have no 
facilities or records does not prove that there are no psychoneurotic 
patients. This truth is too obvious to be laboured. Again some 
Indians are inclined to think that countries in which drinking 
habits are widely prevalent must be having larger number of 
neurotics, but this should be noted that alcohol is just one of the 
several causes and by no means a very potent cause of psycholo¬ 
gical troubles. 

How far cultural factors contribute to psychopathology is a 
point to be studied/ Various cultures favour the development of 
individuals in different directions. Apparently the majority of 
the individuals in all groups are malleable enough to adapt them¬ 
selves to these requirements, but others, in part on the basis of 
genetic constitution are not. This may then result in abnormal 
behaviour which does not conform to cultural norms. Hindu 
society and culture has enjoined a certain type of behaviour 
which is expected of all Hindus. Respect for parents, arranged 
marriages, use of sacred thread and other religious symbols, in 
certain castes, abstention from certain foods, carrying out daily 
routine of religious rites and the like. Most Hindus conform to 
them and some do not conform to them but non-conformity is 
. o/cd but in some sections of Hindu society such non-conformity 
knot condoned, and then there is a conflict at the social level 

Iso in the mind of the non-conformist resulting in anxiety and 
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abnormal behaviour. Some young people marry,ng 
wife are with minor adjustments welcomed bad. to the famdy 
and the caste, but others are thrown out w,th psycholog,«1 con¬ 
sequences to bod, parties. (There are several pnnudve tnbes m 
.which personal ambition isVrked down upon and a person who 
gives evidence of this trait is so severely punished that he may 
lose his life. Such unnatural curbs and taboos do lead to psycho¬ 
neurotic behaviour. Wherever patterns of culture come into 
conflict with personal likes and dislikes, ambitions and goals the 
individual cannot function with comfort and will break down 
psychologically for he depends on society for self-approval. 


Again no culture is entirely homogeneous. There are sub¬ 
cultures within a culture ; geographic conditions, economic factors, 
caste, status, occupation and the like produce differences of culture 
among groups of the same society. This is specially true of Indian 
culture which is a composite of several sub-cultures. And each 
sub-culture has its characteristic conflicts and is exposed to pre¬ 
judices of other sub-cultures. A Jat, a Brahmin, a Bania or a 
Rajput are not merely caste names but also stereotypes denoting 
certain characters which are nothing more than inter-caste pre¬ 
judices. These create problems and conflicts, precipitating neurotic 
reactions. 


Then there are certain social institutions which add to our 
insecurities, as payment of high taxes, soaring prices, unemploy¬ 
ment, and the like and they add to our anxiety. Even a relatively 
simple group like the village community has its sources of anxiety 
like the failure of rain, disease, famine which are attributed to the 
wrath of God for their own misdeeds of the previous life or of 
the present. Such unconscious fears may lead to adjustments which 
are not quite healthy. It may lead to vague self-condemnation 
and guilt, despair and intolerable situations, and such stresses 
produce neurotic trends. 

Our society under the impact of technology is becoming more 
and more mobile. People move from place to place' they rise and 
fall in economic status, and their social status is also subject to 
change. This mobility stimulates unattainable goals, frustrations, 
feelings of loneliness and isolation. It also offers hope of getting 
out of intolerable situations and enables the individual to find a 


place for himself in the vast world. These are consolations, 
compensations and substitute gratifications. 

The effect of different forms of government on the mental 
health of the individual have yet to be methodically studied but 
by and large the authoritarian political constitutions produce more 
conflicts as is evidenced from the defections taking place every now 
and then. 

But the most important factor is the individual’s personality 
and his experience in the social order and culture in which he is 
born and bred. Favourable experiences for one individual may 
be unfavourable for another. 


QUESTIONS 

1. Discuss some of the most outstanding factors in the 
origin and development of psychoneuroses. 

2. Discuss the biological factors favouring neurotic re¬ 
actions. How far endocrine glands lead to psycho¬ 
pathology? 

3. What psychological factors are responsible for psycho- 
neurotic symptoms? Illustrate your answer. 

4. Discuss how anxiety is basic to all psychoncuroses. 

5. What important influences and experiences in early 
childhood make for psychoneurotic trends? 

6. Indicate some of the important social and cultural 
trends of modern times and show how they lead to 
mental disturbances. 


CHAPTER 11 


Psychological Treatment or Psychotherapy 

Before attempting the treatment of mental disorders it is very 
necessary that we should know all about the individual, his symp¬ 
toms, his past history, the nature of his personality and the nature 
of the physical, economic and social environment in which he lives 
and moves. In the first interview with the patient the therapist 
only tries to elicit information from him. He will ask questions 
and then let the individual talk. It is much more helpful to 
prepare beforehand a list of questions about various things he 
wants to know and then repeat those questions with every patient 
so that some standard is laid down for all. But the therapist must 
guard against making the whole process too mechanical and dull. 
It is better to lay down the points on which information is to be 
sought and then frame questions there and then to suit the nature, 
standard of education and temperament of the individual. Since 
we are dealing with personalities rich in a variety of responses it is 
very important that each case be dealt with in a way suited to the 
needs of the patient. If a person is not inclined to talk freely 
the therapist may have to win his confidence and then encourage 
him to talk and if he is free and frank he may have to be given sug¬ 
gestions to talk only relevant details and not waste time in giving 
details which are not needed. A rambling talker will have to be 
guided now and then in the course of the interview. Such 
detailed personal information about the past and present of the 
individual is called case history and will provide information 
about the following areas of his life and work : 

1. Name, age, marriage position and other details which 
will help to identify him. 

2. Nature of the present symptoms and difficulties, when 
and how they began and developed. 

3. Physical health : Are there any physical symptoms? 
How su-ong physically the patient is? How active 

* and agile he is in his daily life? Has he received any 

injury in the past? What are the common ailments 
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he has suffered? Has he had any serious illness? 
What was its nature, duration and treatment? Is he 
addicted to anything, alcohol, smoking or drugs? For 
how long has he used them? How did he start using 
them? 

4. Family history : Physical health, habits, mental health 
and personality make-up of parents and other members. 
Is there any unfavourable hereditary influence? 

5. History of any previous mental disturbances. 

6. How well does he mix among his colleagues and 
companions in work and recreation? Has he many 
or few friends? How well is he adjusted toward them? 
Is he popular or otherwise? Any peculiarity about his 
social adjustments? 

7. His general personality make-up, his habits, emotional 
attitudes, attitude toward himself and others. Does 
he feel happy, safe and secure? How intelligent is 
he? What are his major interests and hobbies, re¬ 
creations and pastimes? What type of temperament 
has he? Is there any eccentricity in his behaviour? 

8. Background of early childhood, atmosphere in the home, 
the nature of treatment he received from his parents, 
brothers and sisters and others, important childhood 
experiences, his relations with his playmates, the nature 
of neighbours and relatives, temperamental and 
emotional attitudes of parents and other members of 
the family. 

9 Psychosexual development, early sex experiences, his 
and his parents’ attitude toward sex, his adjustments 
in marriage. 

10. His experiences in the school, the level of his educa¬ 
tion, the quality of his work in the school, the treat¬ 
ment he received from his teachers and classmates, his 
general attitude toward the school, its programmes 
and objectives. 

His history in his occupation and profession : Is he 
deeply interested in his work, how does he like his 
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job, his colleagues and his superiors? Have there b 
periods of unemployment? How long has he held 
any job? What is his capacity for work? Is he con¬ 
scious of the social value and importance of his 

occupation? 

12 What are his life goals? Is he doing his work only 
to earn money? What does he expect from his 
children? Is he satisfied and happy with what he is, 
with what he has and with what he hopes to accom¬ 
plish in his present position? 

Such a comprehensive case-history when completed will be of 
great use to any clinician who attempts to treat a case of mental 

disorder. 


Psychological tests 

There are great many tests designed to measure various aspects 
of the personality organization of the patient. In considering 
such tests we may group them into two classes : non-projective 
and projective, and these are described here in detail. 

1. Non-projective tests include tests of intelligence, interests 
and aptitudes, questionnaires, inventories and rating scales. For 
measuring intelligence Stanford Revision of the Binet Simon scale 
and Wechsler Bellevue tests for adults are most frequently used. 
Psychologists have been identifying and classifying value patterns 
in an effort to determine their effect on vocational, choice and 
on success in school and on the job. One of the earliest of these 
efforts was the Allport Vernon Study of values which measures 
the degree to which individuals prefer aesthetic, religious, economic, 
political, social or theoretical values. Kuder Preference Record 
or the Strong Vocational Interest Blank for men and for women 
are quite popular. There are several research studies which seek 
to verify the existence of different patterns of interest characterising 
people in different professions. 

The most elementary variety of personality questionnaires is 
a self-report type of instrument that asks the subject to respond 
to questions such as the following : 
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Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

Or the sim 

pier 


Do you find that other people are prone to 
give you more advice than you need? 

Do you enjoy driving faster than the law 
allows? 

Do you find it difficult to “get going” in the 
morning? 

Do you often find that you are tired for no 
accountable reason? 

Do you often find that other people do not 
like you? 


1 . How often do you get angry when tilings go wrong with 


you? 


2. Are you fearful about life? 

3. Are you easily discouraged? 

4. Do you try to escape from unpleasant responsibilities you 
should face? 


By classifying the responses to such questions it is possible to 
find clues to the kinds of problems the subject is facing and the 
ways in which he is coping with them. 

Responses to the California Test of Personality can, for 
example, be scored on the following scales : 


Personal adjustment 
Self-reliance 

Sense of personal worth 
Sense of personal freedom 
Feeling of belonging 
Withdrawing tendencies 
Nervous symptoms 


Social adjustment 
Attitude to social standards 
Social skills 
Anti-social tendencies 
Family relations 
Occupational relations 
Community relations 


This test is scored by comparing the number of “good adjust¬ 
ment” responses made by an individual with the test norms— a 
"cale based on the responses of the people on which the test was 
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standardized. It is thus possible to say if the individual s adjust¬ 
ments are better or poorer than those of the norm group. One 
serious drawback of these questionnaires is that it is always 
possible for the individual to know what responses are favourable 
and to modify his responses accordingly. 

One of the major clinical non-projective tests is the Minnesota 
Multiple Personality Inventory. The Minnesota Multiple Per¬ 
sonality Inventory consists of 550 test items covering topics from 
physical condition to moral and social attitudes. The subject checks 
those which apply to him. Some sample items are givei below : 

I sometimes keep on at a thing until others lose their 
patience with me. 

Bad words, often terrible words, come into my mind and 
I cannot get rid of them. 

I often feel as if things were not real. 

At times I think I am no good at all. 

1 do not tire quickly. 

By comparing the answers of normal people with groups 
having neurotic disturbances, keys have been constructed to measure 
hypochondria, depression, hysteria and other mental disorders. 
There is also a masculinity-femininity scale, consisting of items on 
which the responses of men and women differ. Several studies 
have shown that the questionnaire is of great help in the diagnosis 
of disturbances of personality. 

2. Projective tests include Rorschach inkblot tests and the 
Thematic Apperception Tests. They are called projective because 
in them the subject tends to project his own characteristics into 
a response to a situation that is vague and undefined. It is based 
on the assumption that the individual reveals his own charac¬ 
teristics by what he sees in his environment. The. situation is 
very indefinite, it frees the individual from any social conventions 
and reality, and he is able to give free expression to himself. 
He has no idea what is a good answer and, therefore, his responses 
are uninhibited. He is not able to distort his answers. 

The Rorschach Inkblot test is the most widely used projective 
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technique. In its present form it was first devised by Hermann 
Rorschach, a Swiss psychiatrist. The material consists of ten ink¬ 
blot patterns, five of them are black, two are black and red, and 
three are entirely in colours. The cards are presented to the 
subject one at a time, the examiner saying only, “What might 
this be?” The examiner writes the subject’s responses in full. 
After the ten cards are completed, the examiner goes through them 
a second time to make a record of where the subject saw each 
thing that he mentioned. Each response is scored with respect to 
three features : Location —whether the response was based on the 
whole blot or on a detail ; Determining quality —whether the 
response was determined by the form of the blot, its colour, shading 
or movement, and Content —what is seen, that is, human figures, 
animals, objects, maps, landscapes and the like. The scoring is 
extremely complex, and only a person who is well-trained in giving 
and interpreting the test is able to handle it. 

The Thematic Apperception Test uses twenty pictures, each to 
be shown to the person taking the test in order that he may tell a 
story about the picture and tell what he thinks the thoughts and 
feelings of the people in the picture might be. What you would 
have to say about the picture, it is believed, will tell something 
about your personality. VVhat you would make the hero or heroine 
of the picture say or think will probably reflect what you yourself 
would say or think in similar situations. 

Physical examination 

Before psychological treatment is undertaken a thorough 
medical check-up is very necessary even if it is quite obvious 
that the patient is suffering from some form of psychoncurosis. 
As has already been stressed often physical disorders give rise to 
psychological troubles. Besides many patients of psychoncurosis 
firmly believe that they arc suffering from some form of physical 
disease and that if they need any treatment it is for their physical 
illness. So it is always to the advantage of psychotherapy that 
one should make sure about any possible physical handicap, defect 
or illness. It will at least remove the strong belief of the patient 
that he is physically ill and lie will not refuse to be treated on a 
psychological basis. 
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Too many clinicians are inclined to humour the patient and 
agree that he is really suffering from vague physical illness. This 
is very injurious to the patient. He should be frankly and 
firmly told that there is no organic defect and that he is not 
having any bodily disease. Such an approach facilitates the 
effectiveness of the psychological treatment and wins the co-opera¬ 
tion of the patient which is extremely essential for the success of 
the treatment. 

The nature of psychotherapy 

Psychotherapy may be defined as the treatment of personality 
disorders and maladjustments by psychological techniques. As 
has already been stressed psychological approach to the under¬ 
standing, diagnosis and treatment of psychoneuroses is the most 
effective. Personality maladjustments and disorders are psycho¬ 
genic, their source and origin is psychological, and their treatment 
and cure must be through psychological procedures, techniques and 
methods. 

What should be the aims of psychotherapy? What will be 
the nature of techniques and procedures? These will depend on 
the nature of each case, the degree of intensity of the symptoms 
and the strengths and weaknesses of the patient as also on the 
facilities of psychological treatment available at any one place. 

The various techniques and procedures of psychological treat¬ 
ment are not anything quite new but have developed from the 
past practices and procedures. Nor arc they confined to hospitals. 
In a number of cases psychoneurotics are treated outside regular hos¬ 
pitals by psychiatrists or clinical psychologists in private practice. 
In India such clinics are yet very few and whatever there arc, 
are confined to large towns like Bombay, Calcutta and Delhi. 

We shall describe here some of the major psychotherapeutic 
aids and techniques. 

Aims of psychotherapy 

Patients seek treatment because they have distressing symp¬ 
toms which make them ineffective and inefficient, which vitiate 
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their social adjustments and make them and others around them 
unhappy, and which unnecessarily tie up vast amount of energy 
which could have been used with advantage for the good of the 
individual and the society. The aim of psychotherapy is to promote 
personality growth toward greater maturity, efficiency and self- 
expression. It should give the therapist and the patient greater 
insight into the nature of symptoms and the individual, help to 
resolve his disabling conflicts, enable the patient to accept him¬ 
self as he is and strive to do better and to apply better and 
more effective methods of dealing with his problems, and should 
help to strengthen his personality so that he feels more adequate 
and competent to solve his difficulties and problems, and thus 
feels more safe and secure in his environment. Psychotherapy is 
to help the patient to regain self-confidence so that his problems, 
difficulties and issues do not leave him incapable and impotent. But 
these aims aic by no means easy of achievement. Often the patient 
has acquired a very distorted view of the environment and himself, 
1 hese relations and attitudes toward himself and the people 
around him may have been very gradually built up and may 
become hardened through being constantly reinforced by similar 
experiences. Or he may have occupational maladjustments, mar¬ 
riage difficulties or difficulties of social adjustment to his near 
friends and relations and these maladjustments are not easy to 
cun' even with the best type of psychotherapy. Popular notion 
is that just as medical treatment begins to take effect immediately 
after medicine is administered so mental disorders will readily 
respond to psychotherapy, and it should be a matter of a few hours 
for the psychotherapist to do the trick. All this is simply not 
possible. Psychological treatment is long and arduous, it may not 

* involves a re-orientation of personality 
toward adequacy and competence. Firmly ingrained traits of 
personality, emotional attitudes of immature character, habits of 
thinking and doing long established, his general attitude to life 
and his beliefs and deep-seated prejudices may have to lie changed 
and modified. This is a long and patient task, and the person 
himself has to be persuaded not only to co-operate but to 
shoulder himself the entire responsibility of hi s own re-educa¬ 
tion. No one can change the personality for him, he has to do 
it himself. Most patients of psychoneuroscs realize this but are 
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not able to help themselves. That is why they seek the help of 
psychotherapy. 

The therapist has one great advantage. He is in a position 
to etsablish favourable emotional relations with the patient. When 
some rapport is established between them, when the patient feels 
confident that the therapist can help him, when he opens his mind 
to him and freely shares his innermost secrets with him, the 
therapist is in a better position to influence the personality and 
attitudes of the patient. For this the personality and attitudes 
of the therapist himself are very important He should have a 
genuine interest in his work and patients, he should have imagina¬ 
tion to put himself in the position of the patient and fully realize 
his difficulties and feelings. He should be inspired by ideals 
of service. He should have deep insight into human nature so 
that he not only understands the weaknesses and foibles of fellow- 
beings but is tolerant and sympathetic toward them. Only when 
he takes a very generous view of people can he do them lasting 
good by helping to regain courage and confidence to solve pro¬ 
blems and face difficulties by their own efforts and thus acquire 
good mental health. When the therapist has regained the full 
confidence of the patient the latter will know that his worst 
faults, his most serious weaknesses and/or defects will not be laughed 
at, ridiculed, condemned or punished. Sympathy and encourage¬ 
ment on the part of the therapist is the keynote of all psychological 
treatment and those who are incapable of it should better keep 
away from psychotherapy. 

Let us now describe some of the important aspects of psycho¬ 
therapeutic procedure. 

Psychotherapy may be long-term or goal-limited. One may 
attempt a major reorientation of personality which may involve 
treatment for four or five hours for five days in a week extended 
over a period of several years. Such a long-term treatment, how¬ 
ever desirable, can be used only by a small number of people 
who can afford the time and expense. Therefore, several short¬ 
term goal-limited forms of treatment are made use of in hospitals 
and private homes to make psycho therapy available to as large 
a number of people as possible. These keep in view the nature 
of the trouble and try to solve it. Naturally they are confined 
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to particular conflicts and maladjustments. These are very suit¬ 
able for people who have less time and money to spare for their 
mental troubles. 

Psychotherapy may be surface or deep. Surface treatment does 
not make any attempt to go deep into the emotional conflicts of the 
patient. On the contrary he is assured that there is not much 
trouble with him. Insulin or electric-shock treatment may be given 
or he may be advised or exhorted to follow a particular course of 
treatment. There are times when surface treatment is all that the 
patient needs. In such cases he has been a victim of extreme 
stress but his adjustments are satisfactory. But in depth psycho¬ 
therapy deep-seated conflicts have to be uncovered and long range 
personality adjustments have to be aimed at. 

Surface treatment is confined to relieving the acute symptoms 
of any psychoneurotic disturbance of relatively recent origin, 
or in isolating such disturbances of personality as complicate 
organic defects. In latter cases the organic condition must be 
set right first and then psychological disturbance be attended to. 

Directive or non-directive therapy is considered when one has 
to decide as to how much responsibility may be placed on the 
patient and the clinician. In “directive” therapy the therapist 
takes the active role in the therapy situation. The initiative 
of uncovering the hidden inner wishes and conflicts is taken 
by him, interpreting them to the patient and guiding him to 
take effective measures toward adequate personality adjustments. 
In non-directive therapy he is less active and the major share- 
of the responsibility of treatment rests with the patient. He 
merely creates such an atmosphere that the patient freely talks 
about his troubles without fear of ridicule, condemnation or punish¬ 
ment. He docs not try to probe into his troubles but only helps 
the patient to understand and clarify the feelings and attitudes 
as they are revealed in the course of the treatment. 

There is no opposition between directive and non-directive 
therapy, it is only a matter of relative emphasis. Few cases of 
psychotherapy are exclusively directive or non-directive. The 
approach is usually dictated by the needs of the patient. People 
with mild symptoms and with adequate adjustments need non- 
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directive psychotherapy but for those with deep mental disturbances 
directive psychotherapy is required. 

Some authors speak of analytic and non-analytic, interview 
or non-interview, hospital or non-hospital therapies but these arc 
just distinguishable aspects which need not be discussed in detail 
as the names themselves are obvious. 

Let us now describe some of the major psychotherap¬ 
eutic techniques or procedures. 

Advice : From ancient times people in difficulties have always 
gone to wise men or specialists for information and advice about 
their troubles. In illness we go to a medical man, in social clashes 
we go to a lawyer. There are experts in business, income-tax 
or investment and we seek their advice. Then there are journalists 
and radio experts who are always giving advice about anything 
and everything. Some people, particularly old men and women, 
are always giving advice on intricate or plain problems. But 
there are two things to be borne in mind : some people seek 
advice but do not follow it or follow it only in part, and some 
people resent advice, being told what to do. Nor is taking too 
much advice always good for mental health, for it encourages 
dependence and discourages the habit of deciding independently 
on one’s own judgment. 

However, counsellors do give advice on specific problems, but 
it would be better to refrain from offering direct advice in any 
situation. It is much more useful to help the patient to discover the 
solution to their difficulties and problems. Some patients may 
be very eager to ask for advice but when given may resent it. Or 
if the advice docs not work they blame the therapist for it. How¬ 
ever, some patients accept advice thankfully and follow it very care¬ 
fully. Still others follow the directions of the therapist rigidly 
and even look to him for approval. Perhaps the best course for the 
therapist is to give advice in such a manner as to appear that he 
is merely suggesting the best course under a particular type of 
situation and leave it to the patient to accept it or reject it, so 
that even if the patient accepts the advice he believes that he is 
acting on his own. 

Or the advice may be given in very general terms so that 


( 192 ) 


the patient may adapt it or modify il to suit his needs. Many 
clever counsellors do not give any advice but simply mention 
how some other people got over the trouble and advice is thus 
given through the force of example. 

Suggestion : Suggestion too is an old and frequently used 
method of treating psychoneurotic patients. This method is 
frequently employed by medical practitioners who may prescribe 
harmless drugs and injections and along with them make sug¬ 
gestions. Often unqualified doctors succeed because it is not 
the medicine that the patient needs but the suggestions which 
are made alongside. Religious healing is also based on prestige 
suggestion and faith. 

That suggestion »s a useful form of treatment in mental dis¬ 
turbances will be borne out by a large number of stories found 
in every land and language as to how the power of suggestion has 
affected people. Medical men will bear testimony to the claim 
that even in the treatment of physical ailments suggestion does 
play an important part. Indirect suggestions arc conveyed by all 
doctors and therapists. Some years back Couc made popular what 
is known as auto-suggestion or suggestion given to oneself. If you 
say over and over again “Day by day in every way I am getting 
better” you will feel better, and the patient should repeat this 
formula to himself a number of times every day. 

How powerful is the effect of suggestion is revealed when we 
consider the far-reaching achievements of propaganda and adver¬ 
tisement. Not only psychoneurotics but also normal people would 
act on any suggestion if it is repeated strongly enough by a person 
whom they hold in esteem. Even if suggestion helps to relieve 
neurotic symptoms it fails to reach the underlying cause of such 
mental disturbance and, therefore, will not bring a permanent cure 
unless the cause has already been removed and only the symptoms 

remain. 

Often patients arc given harmless medicines, baths, massage or 
physical treatment just to satisfy the patient and indirectly 
suggest it to him that he is being relieved. But they also indirectly 
make him believe that he really was suffering from some bodily 
trouble. It would have been more effective to have made him 
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understand his trouble, how it was mostly mental and emotional 
and how he himself has taken a hand in his treatment. 

Exhortation : Too many parents, teachers and doctors are in 
the habit of exhorting patients to pull themselves together, to 
have courage and exercise will-power or think of other things. 
Such exhortations to be effective must be made with sympathy and 
understanding. Usually the patient finds such advice useless as 
it does not enlighten him how he should help himself and is 
expressed in very vague language. Secondly, such an advice 
ignores the real cause of the trouble and makes no attempt either 
to find it out or to treat it. 

Explanation : When a patient goes to a doctor he expects to 
be carefully examined and then explained in detail as to what is 
the cause of his trouble. Patients of psychoncuroses should expect 
the same, but a psychotherapist does not have the same instruments 
as a medical man to check up and find out the cause of trouble. In 
diagnosing and interpreting neurotic symptoms he has to rely on 
the data supplied by the patient himself. The patient’s behaviour 
can be observed from outside but his mental condition can be known 
only to himself. So the therapist must analyse and interpret 
what reports the patient himself provides. Now such reports cannot 
be very reliable for the patient may have forgotten or expressed 
some of his emotional experiences. He may not like to tell the 
truth or may slant his report in any direction favourable to him¬ 
self. Again what he thinks to be important the therapist may not 
consider very important. The best thing to do is to let the patient 
speak out, identify his symptoms and find an explanation of his 
trouble himself even though the help and guidance of the therapist 
is made available to him. Even what explanation the therapist 
offers should be expressed in an indirect way so that the patient 
feels that he himself is finding out the cause and origin of his 
trouble. At no point should the therapist enter into any argument 
with the patient about his symptoms. His ultimate aim is to build 
courage and self-confidence in the patient and that can be done 
only if the patient is allowed to feel that he is solving his diffi¬ 
culties himself. 

Persuasion : 1 his is another procedure which has been com¬ 
mended. After listening to the patient's troubles and obtaining his 

13 
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story of the ailment the therapist should try to persuade him that 
he is sure to get well, that every trouble has a remedy and that e 
himself can achieve his recovery. But this is too simple a thing io 
cut any ice for causes of neurotic trouble lie deep and they must be 
uncovered before any improvement can be effected. 


Hypnosis 

Hypnotism is a mental state of trance induced by sug¬ 
gestion in a co-operative subject. In such a state the patient 
is highly suggestible. The use of hypnosis in curing mental distur¬ 
bances and ailments was known even to our ancient ancestors, but 
its systematic use in psychotherapy was first made by Mesmer 
whom we have already mentioned in our historical account. The 
role of hypnosis in psychotherapy became very popular in the times 
of Liebeault and Bcrnheim who used it in dealing with the symp¬ 
toms of conversion hysteria even though they did not understand 
its underlying cause. There arose a controversy between Bernheim 
and Charcot which continued for long, the former defining 
hypnosis in psychological terms as a condition of increased sug¬ 
gestibility and the latter defining it as an artificially induced neurosis 
or ncivous or physiological condition. But there was an element 
of truth in what Charcot said. Today hypnosis is primarily used in 
the treatment of hysterical symptoms, and also hyste.ical symptoms 
like deafness, blindness, paralysis, amnesia and others can be artifi¬ 
cially induced by hypnosis. We may, therefore, study hypnosis in 
detail as an important therapeutic procedure. 

Suggestion and hypnosis are normal and universal phenomena. 
Many characteristics of the hypnotic state may be seen in normal 
waking state also. Usually the technique of hypnosis employs some 
combination of relaxation, visual concentration and verbal sug¬ 
gestion Often relaxation is artificially produced by giving a 
sedative but ordinarily the subject is seated in an easy comfortable 
( h dr and asked to relax. When he is so comfortably placed, the 
hypnotist suggests it to him that he is sleeping. This .nay he 
.lone in manv ways. Then he may be told to look at the hypnotist 
.done and not to think of anything else. “You arc already reeling 
sleeps' your eyes are feeling heavy, relax and go to sleep”, these 
words are repeated again and again and in a manner as to attract 
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the full attention of the patient and make as powerful a suggestion 
as possible. When the trance state is induced the hypnotist may 
test him. “You are so fast asleep that you cannot open your eyes. 
Now try to open them and you will see you cannot open them 
because you are so fast asleep. You will not be able to open your 
eyes” If the subject is unable to open his* eyes the hypnotist may 
be confident that the trance has been induced. He may test him 
differently. He may tell the patient that his left hand has lost all 
sensations so that he no longer feels pain. When the hand is later 
pricked with a needle and the patient does not show any feeling 
of pain he has been hypnotized. Now if he is asked to lift his hand 
he will make an effort as the muscles will show but he will be 
unable to do so. This lack of sensitivity or paralysis is removed 
when the hypnotist suggests that he can now move his hand. He 
may be asked to sing and he will do that. These tests will prove 
that he has been completely hypnotized and he will do anything 
at the suggestion of the hypnotizer. To terminate the trance it 
may be suggested to him that he will get up completely refreshed 
after counting ten and so he docs. A subject who has been hypno¬ 
tized once will be hypnqtized a second time without much trouble 
and effort. 

Thus there are four steps in the induction of hypnosis : (1) the 
fear of hypnosis in the mind of the subjects should be completely 
removed and his whole-hearted co-operation should be ensured, 

(2) the subject should be seated in a very comfortable position and 
made to relax completely, (3) the subject’s attention should be 
focussed and concentrated, for example, by having his eyes fixed 
on the gaze of the hypnotizer or on some bright light, and (4) direct¬ 
ing the activities of the subject by powerful reinforced sugges¬ 
tions. These suggestions are repeated-again and again. 

Not all persons can be hypnotized and those who are may have 
\arying degrees of hypnotic trance. Some arc so deeply hypnotized 
that they can be placed like a log of wood on two chairs. 

Some very interesting things have been found and done in 
hypnotic behaviour. Some buried memories of shocking experiences 
of early childhood can be recalled. In the Second World War 
lypnosis was used on patients who had amnesia and they were 
made to live and recall battle experiences. In doing so they would 
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discharge their emotional tensions associated with such experiences 
and thus recover from their shock. 

The subject who is in a deep trance will spontaneously develop 
amnesia for everything that happened during the period of trance 
even if it lasted an hour. He may have carried out many actions 
on the suggestion of the hypnotizer but on waking up from the 
tiancc he has no memory of it. If the trance is not deep he 
may have some hazy recollection. 

In the deep trance he will be deaf to all sounds other than the 
voice of the hypnotizer. At the suggestion of the hypnotizer he 
may develop insensitivity to pain or sights. He may limp, become 
rigid and have paralysis of any limb. He ma> also feel in the trance 
that what he could not do in the waking state he can do now. 

He may be told that he is now six-yeai old and he may feel 
like that, act like a child and think very much as he did when he 
was a child. I his is regressing back to early age and its great 
advantage is found in the study of phobias and the analysis of 
such symptoms as had their origin in the shocking experiences of 

early childhood. 

A very special feature of hypnosis is that the subject cariies 
out even after the trance is over suggestions which were made 
during the trance. 'I his is called post-liypnotic suggestion. Thus 
waking up from the trance the subject is told to write a letter to 
a friend at eiuht in the evening, and the subject does set about 
writing that letter. 

Some hypnotists claim that all the symptoms of hypnosis can 
be produced without inducing the patient to sleep. 

Hypnotic therapy 

Before hypnotizing a person for psychotherapeutic treatment it 
is useful to have a detailed inteiview with him. The effect of 
hypnosis varies with individuals. Some go into deep trance, 
some do not go into deep trance and yet respond adequately to 

suggestions. 

Suggestions made during trance may help to break old habits 
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like smoking, nail-biting or thumb-sucking. But these suggestions 
have to be repeated for a long time. 

Hypnotic trance may help to uncover deeply buried memories 
or help the individual to recover from amnesias of different kinds. 

Hypnosis is quite effective in the treatment of symptoms of 
hysteria. If the therapist makes forceful suggestions that his symp¬ 
toms will disappear they do disappear. But this treatment is only 
very superficial and does not go to the root of the trouble. 

Hypnosis may reduce or remove pain, and operations have 
been performed in trance states. 

Hypnotic treatment also helps to remove tensions and give great 
relief and relaxation. 

Under hypnosis suggestions are made to the subject and he 
relives an emotional experience he lias had in the past which may 
be associated with his present symptoms. The idea is that such 
experience should be reintegrated with the normal life of the 
individual so that he understands its relations with his present 
attitudes. 


Value of hypnosis 


As lias already been pointed out hypnosis as a technique of 
psychological treatment is quite effective in dealing with patients 
of hysteria suffering from amnesia. In hypnotic trance he is able 
to recall lost memories or memories which were repressed, and 
these memories are carried to the waking state by means of post¬ 
hypnotic suggestions. Paralysis of parts of the body, deafness or 
loss of voice are cured by making suggestions while in trance which 
are to be implemented in the post-hypnotic state. Other helpful 
contributions, to the treatment of psychoneurotic trouble by hypnosis 
have been detailed in the previous section. 


i i ^ lgn \ Und FrCud 100 eni P lo y ed hypnosis in psychotherapy but 
he later discovered that the use of hypnosis to remove symptoms 

was only temporarily effective. It was superficial and touched 

only surface symptoms. The symptoms would return soon enough 

arise in another form. Therefore, Freud discontinued the L 


of hypnosis in psychotherapy. Another drawback of hypnosis is 
that it can be used only with those persons who are capable of 
being hypnotized and who have no objection to being hypnotized. 
There are many people on whom hypnosis has no effect, they can¬ 
not be hypnotized. Some people do not wish to be hypnotized 
and you cannot hypnotize a person against his wish. Lastly, 
some neurotic patients may retaliate against the hypnotizer by 
bringing a suit against him for using them unfairly These criti¬ 
cisms have to a large extent reduced the popularity of hypnosis as 
therapeutic technique. 

Hypnosis should be used by a trained person. In the hands 
of an untrained person it may be ineffective or even dangerous. 
But it should be clearly understood that if a hypnotizer makes 
unfair use of hypnosis, that is, makes improper or immoral sug- 
tions, it is most likely that the subject will refuse to obey him or 
co-operate with him. But even then a hypnotized person is liable 
to be deceived and used as a pawn by the hypnotizer. 

Experiments in hypnosis 

Recently a number of research experiments in hypnosis have 
been carried out by Erickson and others and they have led to a 
better understanding of the working of hypnotic trance and have 
- tly increased our interest in hypnosis. In some of the experi¬ 
ments carried out by Erickson he tried to investigate the possible 
anti-social use of hypnosis. He asked one student to read his room¬ 
mate’s letters. After many failures the experimenter was able to 
persuade the student in the trance to open the letter of a room¬ 
mate. The student would look at the blank side of the letter or 
place it upside down or make excuses that he did not have his 
glasses and later that the writing was too difficult for him to read. 
When the experimenter persisted the student developed blindness 
and could not see at all. From this example Erickson makes out 
a case that it is difficult to persuade the hypnotized subject to 
act in an anti-social manner. 

Narcotics in psychotherapy 

for long it has been known that under the influence of 
alcohol and other narcotics people have reevaled their inner 
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conflicts, their repressed wishes and other concealed aspects of 
their personality. Barbiturates have been employed in psychiatry 
but the most popular narcotics to be used are sodium amytal and 
sodium pentothal. The patient is made to recline very comfortably 
on a cot and as the needle goes in for an intravenous injection 
the patient is asked to count backward from a hundred. The 
injection is continued until his counting becomes confused. The 
needle is then withdrawn and the patient is given interview. 
Under the influence of the drug lie talks very much and even of 
very trivial and intimate things. Soldiers returned from the battle 
are told that they are again in the battle and they begin to talk of 
things which shocked them with as much emotion as they originally 
aroused. By reliving such experiences they are able to adjust them¬ 
selves to them, to accept them and to feel less shocked by them. The 
repressed emotions are expressed, pent-up emotions are released 
and the symptoms which they had caused are to some extent 
relieved. 

It is obvious that such a treatment can be given only by a 
specialist trained for the purpose. He must during the narcosis 
interview, guide the patient so that he carries out suggestions in 
later waking state. 


QUESTIONS 

1* What IS a case history? Give a detailed description of 
what is included in it. 

2 ‘ V 1 ** ? f Psychological and physical examination 

him? ^ SiVen l ° 2 neurotic Wore actually treating 

3. What is the place of advice, exhortation and persua¬ 
sion m psychological treatment? Discuss. 

*■ Define hypnosis, and describe hypnotic behaviour. 
What is the value of hypnosis in psychotherapy? 

5. Describe in detail the technique of hypnosis. Of what 

use is it in psychological treatment? What is post¬ 
hypnotic suggestion? 


( 200 ) 


6. What is the procedure of using narcotics for psycho¬ 
therapy and what is the value of such a course o 

treatment? 

7. Distinguish between : 

(a) Directive and non-directive therapy. 

(b) Surface and depth therapy. 

(c) Psychotherapy and psychiatry. 
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and rest which softens the tensions and conflicts of patient*. 

In fact, all therapists recommend complete relaxation for th 
neurotic and relaxation therapy has been accepted in its own ^ 
right as a kind of effective treatment. 

Psychotherapy according to Adler and Jang 

Psychological treatment offered by Adler is simpler and 
more direct. The first step is to discover the style of life of the 
patient, the particular goal of superiority he has chosen for him¬ 
self. For this a detailed case history is prepared, his fears, hobbies 
and social habits, organic defects and inferiority complexes are 
given very close study to find out the psychological pattern of 
his life. His dreams, mannerisms, his likes and dislikes revea 
a great deal about his specific problems, and dreams suggest the 
solution to his problems. The patient’s way of talking, stand¬ 
ing, walking and his social behaviour in general shows what sort 
of person he is, what arc his goals in a general way and how he 
is trying to realize them. 

After finding out his style of life he should be guided to know 
and understand the real nature of his symptoms, what purpose his 
symptoms serve, how his goals are unreal. The role of the thera¬ 
pist should lie that of a friendly and affectionate guide, even as 
a father or elder brother is. To be cured he must give up his 
too high goals and try to live with smaller achievements. He 
must change the style of his life and direct his interests and 
efforts to what is within his reach and capability. Conversation 
method will help to encourage him to express himself freely as 
also to guide him to a better way of living and thinking. The 
aim of Individual Psychology as Adler’s school is known is to re¬ 
educate the neurotic patient to a new style of life and socialize him 
in such a manner that he feels greatet self-confidence in coping 
with his problems and difficulties. 

Adler’s approach is a commonsense approach, it is direct and 
simple, rational and understandable. But are human maladjust¬ 
ments so simple as that? Are they amenable to such a simple treat¬ 
ment? While Adler’s approach appeals more to educators and 
social workers, Freudian methods have opened the eyes of many 
medical men to new vistas of treating mental disorders. 
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Jung who put forward his Analytical Psychology which > s a 
mixture of emperica! observation, mysticism and religion, argued 
that there are four stages in the treatment of psychoncuroscs. 
They are confession, explanation, education and transformation 
Confession means that he should recall not only past experiences 
hut mostly his emotions. It should recall whatever the patient 
felt and thought in the past. Frec-association and dream-analysis 
will be employed to help him bring up his buried past. Jung has 
strengthened frec-association with word-us>oclation test of 100 
words chosen for their possible nuotinn.il significance. One 
word is presented and the patient is asked to give the fust 
association that comes to his mind. Record n made of the re¬ 
action and its speed. Word-association helps to bring out the con¬ 
tents of the unconscious. For Jung the dream has seveial mean¬ 
ings. It may express suppressed wishes of the past, a manifestation 
of present conflict or a foreshadow of things to come. Jung seems 
to favour the view that dreams are piophetic m nature. 

As treatment proceeds the therapist explains to the patient 
,he meaning of the material lie has .ecalled and of his dreams, 
fung is of the view that dream- aic .dated to prm.it.vr psycho¬ 
logy, mythology, or comparative religion. The patient is helped 
to assimilate into the conscious what lie has recalled from the 
unconscious and to break down the barriers between the conscious 

and the unconscious. 

In the third stage an attempt is made to socialize the patient 
so that he has a new outlook on life, to re-educate him in such a 
manner that he does not run away fm... lib* or withdraw from 
reality. He should accept death as a goal and not shrink from it. 

T u ng thinks that the teaching of main religions that thr u- is 
a life after death is conducive to mental health. "ho have 

hope of a life after death feel normal about it. 

Tbe last stage of transformation is more complex. It involve' 
•whotin" treatment to the particular needs ..f the patient so that 
the therapist fares the same ta'k a- the patient of getting over 
l . troubles of the latter, and <>f changing the patient into th< 

1 M f rson the therapist thinks the patient should become. I he 

i n ,.» to change himself too in the same dueclion 
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Some theories of dreams 

We may end the chapter by discussing some other important 
theories of dreams. Freud's theory has already been discussed 
in detail and also comments on its value have been made. 

The perception-illusion theory of dreams: This is one of the 
oldest theories of dreams According to this theory- the dream is a 
response to various stimuli which arc acting upon the individual 
during sleep. Usually when a .stimulus is presented its sensation 
through association leads to some comprehension of its meaning, 
but in sleep the paths of association are blocked and the sensory 
stimulation follows the path of least resistance, producing such 
associations as have been frequently, strongly and recently found 
in experience of waking life. T he dreams may be described as flee- 
association, undetermined by any purpose, interest or awareness 
of the external world. That is why dreams are absurd, phantastic 
and bizarre, meaningless and incoherent. If while sleeping the 
pyjama string gets underneath the l>ody the individual may dream 
of a snake or a rope. It is common knowledge that people have 
suffocation dreams if their hand is left on the chest during 
sleep or a heavy covering gets folded many times on the chest in 
sleep. If a few drops of water are sprinkled on the face the 
dreamer may dream of having cold drinks with friends on a hot 
day, of being caught in a torrent of rain or taking a bath in a 
river or sea. 


But such a theory cannot explain all the facts about dream>. 
In the first place why should the dream be so much distorted or 
misinterpreted? Why should not the physical stimulus be per¬ 
ceived as it is? Why should an individual continue to have the 
same type of dreams again and again? If the dream is a mis¬ 
perception or just an illusion why should it take the same form 
again and again? It is obvious that there arc some deeper psycho¬ 
logical forces at work which determine the character of the dream. 
Why should a mother shriek at night again and again that her son 
is lteing taken away or a young man dream of missing a train 
time and again or a servant dream of his master's death? T his 
theory is unable to account for this phenomenon. If external 
stimuli determine our dreams, there must be some quantitative 
relation between the two but obviously there is none. If a light 
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stimulus produces a strong perception, a pin-prick makes us dream 
of being killed with a sword or an axe there must be some other 
factors at work. 

Dream as an apperceptive “trial and error ” process : Accord¬ 
ing to this view the dream is a response to a peripheral stimulus 
and in the dream this stimulus is interpreted in a number of 
ways. There is a large mass of ideas in the sub-conscious and 
some of them are a possible solution or interpretation of the 
stimulus. One after another is tried hut they are rejected one 
after the other. That is why the dream picture is fluid and 
changing, incoherent and absurd. This theory suffers from those 
yerv defects which have been cited against the previous one. Why 
should the individual try to interpret everv stimulus that comes 
his way is not clear. 

Freud’s theory of unfulfilled wishes 

Freud’s theory of dreams has been discussed in its various 
parts and aspects in previous sections and chapters. Here it 
may l>e briefly mentioned that Freud attaches too much importance 
to two concepts, sex and wish, and uses them in a very generalized 
sense. Not all dreams are sexual and not all dreams are wishful. 
Repression occurs due to conflict between the Id, that is, primi¬ 
tive instincts, on the one hand, and Super-ego, that is, moial 
ideals on the other. Having been repressed the sex instinct is 
unable to gain expression in its natural form and seek' expression 
in disguised form in dreams. The dreams are just one way of 
seeking expression, the other forms in which such unfulfilled sex 
wishes seek expression into consciousness are mental disorders, 
dav-dreaming, autistic thinking, slips of the tongue and the pen, 
art and literature. 

Adler and Jung on dreams 

According to Adler dreams supply valuable information about 
the style of life of the individual, his social habits. They reflect 
current and future unsolved problems and offer suggestions for 
their possible solution. For him the main problem of psycho¬ 
therapy is to re-orient and re-educate the individual and transform 
him into a new person. Dreams supply valuable data toward 
this end. A constant conflict is going on between two principles, 
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strivings for superiority or the desire for potfer and mastery, and 
the feelings of inferiority or the fear of failure. These two prin¬ 
ciples are basic to all human behaviour and dreams offer solutions 
of conflicts between the two. They tend to harmonize our 
ambitions with facts of reality. 

According to Jung dreams are a voice of the unconscious and 
may have several meanings. They may express the irpiessed 
wishes of the past, they may express the present difficulties or they 
may foreshadow the future. Thus Jung subscribes to the pro¬ 
phetic view of dreams. He sees in dreams conflict of the two 
basic trends in the individual, the progressive or the forward trend 
and the regressive or backward trend. Human energy or libido 
takes a regressive or backward trend when it fails to find an adequate 
outlet for its adaptive thinking and behaviour. 1 hen it resorts to 
primitive or infantile ways. The dream is an example of this. 
Jung also puts forward the theory of the collective unconscious 
which is found in the forms of the myths and beliefs of ancient 
people. There is a close relationship between the latent content 
of dreams and the collective unconscious though the individual is 
entirely ignorant of it in his waking life 


QUESTIONS 

1. What is catharsis? What is its therapeutic value in 
abnormal behaviour? 

2. What is psychoanalysis? Describe its basis and methods. 
What is its value? 

3. What is the value of free-association in psychotherapy? 
How does Jung supplement it with word-association? 

4. What is the value of dreams in psychotherapy? What 
is the nature of dreams? How is dream analysis 
helpful? 

5. Describe the nature and advantage of hyp noanalysis 

6. Explain education therapy and recreation treatment. 

7. Discuss the several theories of dreams and bring out 
in detail Freud’s theory of dreams. What is the validity 
of his theory*? 


CHAPTER 13 


Gerteral Introduction to Psychoses 


IVlial is a psychosis ? 

Ca psychosis is a severe mental disorder in which personality 
is disrupted and in which tlicindividunl has seldom any under¬ 
standing of his mental diseasi^n which hisybehaviour is bizarre 
and absurd, his£tbougbt> and beliefs are based on delusions and 
his emotions are so disturbed that even those who do not have any 
knowledge of mental disorders can easily perceive 

that he is sick. A psychotic person has lost all contact with reality 
and suffers from all sorts of delusions and hallucinations. Such 
a person has to be lodged in a hospital for his own safety and 
other people's convenience, for he is incapable of looking after 
himself or his affairs or of making social adjustments. 

Psvchoses are generally confused with insanity on the one hand 
and dementia on the other. In modern usage insanity is mostly a 
legal term implying that a person adjudged insane is not legally 
responsible for his actions. Many criminals offer plea of insanity 
to escape the dutches of the law. Dementia is a term which 
implies degeneration of mental functions of a very severe type. 
Some psychoses have symptoms of dementia but not all psychoses 

are marked by it. 

We have already discussed the general characteristics of 
psychoses and compared them with psychoneuroses. We may te- 
< ount some of the prominent s\ mptoms of psychoses. The behaviour 
of psychotic patients is absurd, peculiar and annoying. They mav 
injure themselves and they may do harm to others around them. 
Socially and emotionally a person suffering from a psychosis is 
eatlv disturbed ; he is depressed, irritable and fearful or he may 
bT suicidal, suspicious, reads to attack others or absolutely in¬ 
different His thoughts and ideas are confused, he suffers from 

__ an< | hallucinations His speech is blocked and he is 

\,t a„J indistinct, lie may have lost his memory. He 
too acme or utterly inactive. 
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What percentage of the population above 13 scars is afflicted 
with psychosis? No figures are available in this country, but on 
the basis of admissions into mental hospitals in the Lnited State' 
it is estimated that 8.3 per cent or 1 out of 12 of all persons born 
will at some time in their life develop psychotic reactions and 
will have to be placed in hospitals for mental disorders. 


Types of psychoses 

It is usual to classifv psychoses into two groups. /• unctional 
psychoses arc characterized bv severe psychological stress and 
originate from it ; tnganit psychoses arise from brain pathology, 
some organic defect in the brain together with severe mental \ 
stress. 

I f unctional psychose s may be divided into three groups : 

1. Schizophrenic disoideis irt which the individual with¬ 
draws front reality altogether, his emotion'- and thoughts 
arc greatly disorganized, and delusions and hallucinations 
arc present in large number and complexity. It has 
further sub-types which will be described later. 

2. Paranoid disorders in which the person has delusions 
that he is being persecuted or that he is some very big 
personality, but his personality structure is intact. 

3. Affective disorders in which there arc extreme changes 
in mood with related disturbances in thought and 
behaviour. It has three sub-types: manic-depressive, 
psychotic depressive and involutional melancholia. 

Organic, psychoses me constitutional and some organic defect 
or toxic pathology is present, l'hcse disorders arc known as toxic 
and organic, and include senile dementia, psychoses with cere¬ 
bral artcrioscelcrosis, general paresis and alcoholic psychoses. 

Approximately one-third of patients of mental disorders suffer 
from functional psychoses and one-third from organic psychoses. 

The other one-third arc difficult to classify. 

(General factors 

1 hese mental disorders do not occur at any and every 
period of life. 1 hey- have their own peculiar stages in which 
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they arc generally found. Schizophrenia or dimentia Prat cox 
as it is called, is a disease of the adolescence and early adulthood. 
Manic — depressive and alcoholic psychoses and general paresis 
are found mostly in middle age, and involutional melancholia are 
found mostly in die later part of the middle age 

This peculiarity that certain mental disorders arc found at 
certain periods of life is ver\ interesting, and has strengthened 
biological interpretation of mental disease. 

The number of male admissions to mental hospitals is higliei 
than those of women at all age levels, but the incidence of mental 
disease among women is higher than men. May be because 
women in general live longer than men. 

The factors of intelligence are not important in the incidence 
of mental disease. The psychotic patients reveal a wide range of 
intellectual ability, and intelligence tests do not reveal any marked 
differences in them. Every type of psychosis is found in various 
grades of intelligence. 

Economic status does make a slight difference. This is in 
line with the general truth that physical, mental and social dis¬ 
orders are more frequent among slum dwellers. 

Considering the number of admissions in mental hospitals they 
are more from towns than from villages. May be that people in 
villages have more space and are more emotionally tied to the 
members of their families to send them to mental hospitals. 

No racial or cultural group is free from mental diseases. They 
are found in every race and every stratum of society. In the 
United States it has been observed that mental diseases are 
far more common among Negroes than among whites. It may be 
that habits of drinking are far worse among them and that their 
economic condition is extremely bad. 

Some misconceptions 

In the first place admissions to mental hospitals should not 
be taken as a measure of the incidence of mental disease in 
any country or community. In India social conditions are such 
that people have a deep prejudice against sending one of the 
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family to a mental hospital. Usually they arc kept at home 
even though it is not possible to give them enough attention. 
And then mental hospitals arc few and far between, and not 
within easy reach of villages and small towns. Nor arc con¬ 
ditions in mental hospitals very attractive, and leave much to 
be desired. Accommodation is limited and the facilities are very 
meagre. Therefore, increase or decrease in the admission to 
mental hospitals should not be taken as a measure. 

It is too easily assumed that mental disease follows a break¬ 
down in business, disappointment in love, death of a very dear 
relative or some other form of emotional stress of gicat severity. 
1 his is not ejuite true because most people do experience very 
severe emotional stress at one time or the other of their life 
but only a few develop a psychosis. This shows that there must 
be some other factor working to bring al>out psychosis. In the 
two world-wars many army personnel suffered from serious mental 
trouble and it was certainly brought about by the battle condi¬ 
tions but it is no less true that a large number of army people 
were not affected at all. It is difficult, therefore, to put it 

down to any one condition as the sole determinant of the psychotic 
trouble. ' 


Another prejudice is that modern civilized life is very fast and 
full of tensions and stresses and, therefore, the incidence of mental 
disease is greater in modern civilized society than it was in the 
primitive society. But considering the large numbers of incidents 
of witch-hunting described in ancient history one may reasonably 
conclude that no period of history or no cross-section of mankind 
lias ever been free from mental disease or disorders. 

Again there is gross misunderstanding about the nature of the 
psychotic patients. Most of them are believed to be violent and 
dangerous who may commit murder in any way or manner. This 

inrhnrd , ' , " V “ *** Sma “ ““Only °f psychotics arc so 

Ra her the “ larg< \ n “! ,,ber ° f the "' llavc suc ‘> tendency. 
Rather they are very docile and ham,less unless they are provoked. 

abnormal sex relations are found they are due mostly to basic 
disorganization of personality rather than any psychotic trouble. 
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In one studs it was found that abnormal sexual behaviour is 
seldom the cause of psychotic tioubles. On the other hand most 
married psy(holies have had unhappy married lives. Happy 
mairicd life discourages the development of psychosis. 


There is a 
mental disease. 


general misconception that genius is a t\pe of 
I.et us consider it in detail in a separate section. 


Genius mul nnntal disease 


1 here is a very populat notion that genius and insanity 
go hand in hand. While the view is entiicly disowned by psycho¬ 
logy the relation between genius and insanity may be dealt with in 
detail so that the misunderstanding is dispelled. 

Several studies have been made of genius in several areas of 
life and work, and it has been concluded on the basis of that 
evidence that mental derangement is not a peculiar characteristic of 
genius. There is no doubt that pseudo-ai lists and people who have 
done some outstanding woik in anv field are often found to be a 
little queer and temperamental, and may develop psychotic: re¬ 
actions but true men of genius air on the whole less prone to 
them than the iest of the population. Let us biing up evidence 
foi and against the pioblnu. 


It is common knowledge that ailists may be vciy neurotic and a 
good many of them are not able to meet the demands of social 
reality. They, theiefore, develop symptoms to protect themselves 
against such conflicts. Most aitists arc rebels, they do not confoim 
to social norms in chess, appearance 01 even gait, social standaids' 
are utterly ignoted by them, their temperaments and conflicts ate 
vety much similai to those of the neurotics. In fact conflicts which 
produce woiks «•! ait also lead to neurotic svmptonis. Mans 
geniuses have sufleiccl from psychosis and neurosis. Nietzsche 
suffered and died of paiesis. Von (*>gh sufFeied a severe schizo¬ 
phrenia and died in an asylum. Poets and painters have always 
been known to be weak on wine and women. Such instances have 
created the widespread implosion that genius is neurotic 
and psychotic. 

On the other hand Havelock Kilo who studied 1,030 men of 
eminence in Great Britain found onl\ 4 per cent to be mentally 
ill and Gox who studied 300 geniuses supports Havelock Ellis. 
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Thus while the incidence of mental disease in general population 
is 8.5 per cent among geniuses it is only 4 per cent. Rather people 
who may be described as genius and developed psychotic reactions 
later in life were less eminent and their mental illness came on in 
old age. Those who did develop some neurotic or psychotic reactions 
were either poets or writers, very few were men of science. Insanity 
makes people lose their genius and cannot exist side by side with 
superior mental gifts. Here and there an exception may be found 
of one who did his masterly work during his mental illness but 
in a general way it can be claimed that great many cease to be 
creative and productive after or during mental illness. 


Arc mental patients curable ? 

'I'oo many people believe that mental patients are incurable. 
This is only partially true for hospital figures from the United 
States show that 50 to 60 per cent are discharged from mental 
hospitals on recovery in about two years’ time or so. Some have 
needed longer period of time but there is no doubt that there have 
been remarkable cases of recovery even in advanced mental diseases 
and even after several years. 


Tre atment of psychoses 

Patients of psychosis must be treated in a hospital. This 
applies not only to patients who are prone to injure themselves 
and others around them but also to those who arc harmless and 
only queer in their behaviour. Patients of psychoses are unable to 
look after themselves and manage their own affairs, and their 
stay in the family is a heavy strain on other members. In a hospital 
they get regular treatment and the right type of atmosphere suited 
to the needs and condition of the patient. But above all and more 
than anything else treatment in a hospital is much less expensive. 
But among Indians there is a strong prejudice against sending 
their relatives to a mental hospital but it is not appreciated that 
often patients need impersonal care in which there is no emotional 
outburst The treatment of psychotic patients is generally of pro¬ 
longed duration and it is always better to place them in less- 

expensive and more objective arrangement likc\ that available in 
a hospital. ' 
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But the provision for mental hospitals in India is very meagre. 
In some States there is just one mental hospital which is not 
enough. 1 hen most of them aic very poorly equipped both by 
men and material. In some huge towns like Calcutta there arc 
some private houses into which psychotics can be admitted on a 
boarding basis but there is no regular programme for their 
treatment. 

Medical aid 

Psychotic patients arc as much exposed to illness as the ordinary 
individuals and regular medical check-up is veiv essential. In 
special eases a course of medicines and diet may have to be 
prescribed to correct digestive disorders, to improve appetite, c heck 
sleeplessness and relieve other physical troubles as also to improve 
general health. 

o 

Medical treatment of the mental patient will embrace practi¬ 
cal branches of medicine. Sedatives may be required for over¬ 
excited patients, special diet for emaciated patients, brain surgery 
for tumour eases and so on. However, there arc certain special 
medical techniques which arc primarily designed for psychiatric 
patients and they are described here in detail. 

Shock them fry 

One of the most important developments in psychiatry has been 
that of shock therapy in the treatment of functional or organic 
psychoses. It means the use of insulin, mctra/.ol or electro-shock 
and these will be described separately. The term “shock" is a 
misnomer because all that these methods do is to induce a dis¬ 
turbed state of consciousness. In metrazol and electro-shock 
therapy or electric convulsive therapy (ECT) the disturbances in 
the state of consciousness aie accompanied by convulsions. In 
insulin therapy convulsions do not occur, and if they do they are 
considered undesirable. 

In insulin coma therapy the patient is given an injection of 
insulin strong enough to induce a coma which gradually develops 
in a few hours. I his method of treatment was introduced by 
Sakel, a Viennese physician. The injection is given intramuscularly 
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and in a large* dose so that the sugar content oi the Mood is 
reduced and a condition of coma is produced. I he patient 
becomes increasingly drowsy, loses consciousness and gradually 
passes into a shock in which there is twitching of the muscles, 
intense excitement and great neurological distuibailees. The patient 
mav perspire profusely or may be quite dry. In some cases 
convulsions also occur. When the coma has lasted from fifteen 
to ninety minutes, it is terminated by giving sugar or glucose. 
Mow long the state of coma should last will depend on the judg¬ 
ment of the therapist. When the patient .comes out of the coma 
he is in a better state of adjustment to his environment than he 
was before. This phenomenon does not last long but as the treat¬ 
ment proceeds this period of clearness becomes longer. The treat¬ 
ment is continued till the patient shows improvement, but usually 
it is not continued beyond sixty (lavs. 

• 4 4 

Insulin treatment is of great value in the treatment of reactions 
of schizophrenia and affective psychoses. However, thciapcutic 
opinion is veering round to the view that it is not so effective in 
the treatment of affective psychoses. 

In big hospitals there arc special wards for giving insulin shock 

treatment. On the first day the patient is awakened early and 

given an intramuscular injection of ten units of insulin. This 

dose is doubled every day till a state of coma is produced. The 

strength of the dose may go up to 1,000 units. Once a state of 

(oma is produced the patient needs smaller doses on subsequent 

days of the treatment. In the state of coma he docs not recognize 

stimuli applied to him such as pin-prick or speech. When the 

coma is over the patient is given a meal rich in carbohydrates 
and vitamins. 

When the patient wakes from the coma there may be lucid 
moments during which he may sec Ids surroundings clearly and 
may have no delusions, may get rid of Ids extreme suspiciousness ur 
attitude uf withdrawal from the objective world. He may sud¬ 
denly become warn, and affectionate and may begin to lake 
interest in things and persons around him. At this moment his 
symptoms either disappear temporarily or are reduced. This 
moment does not las, for more that, an hour bu, as the treatment 
progresses it may grow longer till the patient finally recovers. 
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During this lucid period the therapist does try to establish a 
close and intimate relation with the patient so that he should be 
able to influence him in the interest of permanent recovery. 

Latest reports from the United States show that GO to 70 per 
cent of the patients of schizophrenic reactions recover with the 
help of insulin treatment but it is more effective if the schizophrenic 
reactions are not very old. T he results are less favourable in 
junctions of longer duration. Patients of the age between 20 and 
30 years respond better to this treatment. If the attack is sudden 
and acute due to some emotional shock like some sudden 
tia«’cdv in the family then the treatment is more effective. 

Phis technique of treatment does not involve any risk as 
hardly one per cent cases arc fatal and they arc also due to the 
inadvertence of the theiapist who may prolong the coma longer 
than is really neccssar). Insulin treatment should not be used on 
patients suffering from any heart disturbance or from diabetes, 
tuberculosis or serious organic defect. 

Later shock treatment was conducted through the use of a 
convulsive drug vutmzol. It was introduced by a Budapest 
psycliiatiist, Meduna in 193"). 1 Iris was a new approach in the 

treatment «if schi/uphi* ilia. ’I he injection of this drug produced 
convulsions. This method is vuy simple. I he patient who has 
not taken his lucakfast is given an intiavcnous injection of 3 to 
T) cc. of a ID pci icnl solution of metiazol. A few seconds later 
the patient becomes pale and ngid and often makes movements 
as if lie were living to escape, lie then lost's consciousness and 
begins to have convulsions as if lie wen* seized by epilepsy. I best* 
convulsions last from 30 to GO seconds. After the convulsion he 
feels ((infused and fearful and then goes to sleep. On waking up 
he has nausea and dizziness, headache and fatigue. Live to thirty 
injections may have to he given tic-pi tiding upon the improvement 


of the patient. 

Convulsions in metiazol treatment arc very severe and care 
his to he taken and the patient lied down to the bed and placing 
, „ ,g in his mouth so that he does not bite bis tongue or lips. 

Alclrnzol Intilmnil was introduced to treat schizophrenia but 
later it was found to be of less value than was claimed f« »i the 

ii found to be very useful in the treatment of affective 
ding. ‘I " J - s 1UU 
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disorders in which the patient is greatly depressed or highly 
excited. 

The use of mctrazol is objected to on two serious grounds. 
In the first place patients object to it because it produces fear 
in the brief interval of injection and the loss of consciousness. 
Patients get very nervous as to what is going to happen to them. 
Secondly unless great care is taken to tie the patient down to 
the bed there is a danger of his dislocating or fracturing the spinal 
vertebrae and arms and legs. 

At the present time, though few psychiatrists believe that 
wc have a completely specific remedy for schizophrenia, few 
hospitals maintain an insulin unit, and those that do seldom use 
it to capacity. There arc plenty of reasons for giving up insulin 
coma treatment at the first sign of a simpler remedy of comparable 
usefulness. Both insulin and mctrazol provide a definite rate 
of mortality, they tied up many nurses and doctors day in and 
day out, and with an average course of forty to sixty comas, it 
took many weeks to complete, and so when electro-shock treat¬ 
ment was introduced in the nineteen-thirties there was a move 
to stop or reduce the use of insulin coma therapy, until it was 
found that the indications for the two treatments were different. 
No controlled experiments have ever been carried on about the use 
of insulin or metrazol treatment. Only ad hoc comparison be¬ 
tween cases who had received the treatment and those who had 
not was made, but in such a comparison other incidental factois 
were never considered. Those who criticized and condemned 
insulin treatment could not get any hearing because psychiatrists 
were not prepared to give up the only technique they had for 
fighting schizophrenia and the critics had no alternative to offer. 
Later tranquilizers were introduced and insulin treatment was 
stopped at many hospitals. 

Mcduna s mctrazol treatment by inducing convulsions caused 
greater and greater agitation as the level in the blood rose, until 
a fit caused loss of consciousness. The method produced results 
promising enough, in those days when there was hardly any 
effective treatment for mental disease, to force the psychiatrists 
to use this method, but probably no treatment has caused so much 
fear in the heart of the patient. One frivolous objection against 
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it was that it was so terrifying that even a psychotic would deny 
his symptoms to get off the treatment list. In 1937-38 the method 
of producing fits by the brief passage of an electric current across 
the temples was introduced by Cerletti and Bini and the treat¬ 
ment of psychosis by convulsions became at once less cumber¬ 
some and more humane. 

The clcctro-shock therapy is also a technique of artificial 
production of convulsive seizures by passing a measured electric 
current through the brain. A number of steps are taken to safe¬ 
guard the patient against injury during the convulsions. Curare 
is ordinarily used to relax the patient and reduce the possibility of 
fractures, and rubber gag is placed between the teeth to protect 
both his tongue and teeth. He is placed in a bed which is insu¬ 
lated and relatively hard. Electrodes arc fastened on the temples 
or the head. Then a current usually in the range of 300 to 1200 
milliamperes is passed through the cortex for a period of 0.2 to 0.5 
seconds. The patient feels no pain and the convulsions which 
follow last from 30 to 60 seconds and are similar to a fit of epilepsy. 
Then the patient remains unconscious for about 10 to 30 
minutes. On waking up he feels drowsy and confused, and may 
complain of vague pains and mild headache. 

This treatment is given two to three times a week. Some 
patients show marked improvement after 2 or 3 sittings while 
others need up to 20 sittings. If there is no improvement after 
30 or -10 sittings the treatment is given up. 

Electro-shock treatment has proved of great value in the treat¬ 
ment of psychotic depressions’, in maniac reactions and in certain 
selected cases of schizophrenia. Electro-shock convulsions are 
more easily controlled than metrazol convulsions and are less 
severe. T hey are not accompanied by fear and there is no danger 
of fractures, but the treatment of schizophrenia through electro¬ 
shock is ineffective. 

Theories about Shock Therapy 

Manv theoretical explanations for the effectiveness of the 

4 

various forms of “shock” therapy have been offered. Psychologists 
hold that even the experience of fear has a curative value ; the 
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individual’s consciousness is highly stimulated and reorganized, 
his forced return to his environment of things and persons and 
the individual attention he receives from doctors and nurses is 
of great remedial advantage. From a physiological standpoint it 
is held that “shocks” shatter the abnormal nerve pathways, toxic 
substances are made ineffective and any abnormality or degenera¬ 
tion is checked. But these are nothing more than theories, a sheer 
guesswork, and as has already been stressed treatment of psychoses 
is based on trial and error experience. The different shock 
therapies do injure some cells in the brain, impair memory and 
occasionally lead to death. 

Frontal Lobotomy 

Frontal lobotomy oi psychosurgery or any other name like 
neurosurgery means surgical incision into the brain in which 
nerve pathways between the cerebral cortex and the thalamus 
are cut. The original procedure advanced by Moniz consisted 
in making two openings in the skull, one on each side, above the 
temple and then cutting through a measured section of the nerve 
fibres connecting the frontal lobes with the thalamus. Such an 
operation is called frontal lobotomy or leucatomy. Since then 
many modifications have been made and now the procedure is 
known as psychosurgery. Variations are made in the size of the 
holes that are cut and the place where they are cut. Different 
procedures have had different results, and they are used in patients 
suffering from schizophrenia to severe psychoneurotic disturbances. 

In some cases there have been temporary or permanent com¬ 
plications such as increased appetite, convulsions, aphasia. 

The most important effects of these operations is in the area 
of personality change. If successful the operation checks the 
great emotional tension and anxiety characteristic of many patients 
but this decreased tension is accompanied by loss in the depth 
of personality and superficial or shallow emotions. In vary¬ 
ing degree these patients become cheerful or indifferent to the 
feelings and opinions of others. They tend to live in the present 
with little regard to the past or the future. They generally forget 
the past and are no longer aware of themselves as they were before. 
Some people after the operation become childish, immature, more 
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suggestible, with less emotional restraint, and may have to be re¬ 
educated. They are no longer concerned about their bodily condi¬ 
tion as they were before, pain does not worry them or distress them 
as it did before the operation. Thus the claim holds that psycho¬ 
surgery releases the patient from worry, anxiety, inhibitions and 
depression. Those who were painfully self-conscious, sad and 
worried become cheerful and carefree. Some become indifferent to 
social norms, are indolent and lazy, but many are able to make ver\ 
suitable social and occupational adjustments. In cases of agitated 
depression or involutional melancholia it has proved very useful. 

Frontal lobotomy is a mutilating procedure in which some 
parts of the brain are made ineffective or by damaging some parts 
of the brain anxiety, tension and self-awareness are removed. 

Narcosis therapy 

Narcosis therapy is sleep therapy and by means of sedative 
drugs like sodium amytal prolonged sleep is induced. It was in 
1922 that Klaesi introduced prolonged sleep as a method of 
treating mental disorders. The patient is made to sleep for 1" 
hours and roused only for bath and meals for a period of 15 days 
or so. During the Second World War exhausted patients were 
given this treatment fairly successfully. Although this treatment 
is very mild very careful medical aid and nursing is very necessary 
so that there may be no complications of cardiovascular nature. 
Narcosis therapy is very effectively used in the treatment of maniac- 
depressive psychosis and in controlling intense excitement. In 
the case of other psychoses and particularly schizophrenia it is of 
practically no value. 

Physiotherapy 

Physiotherapy means the use of several physical things to 
treat mental disorders such as water, heat, electricity or massage, 
for their tonic effect and relaxation. 

The use of water is hydrotherapy. Continuous hot baths with 
the temperature maintained at 100 degrees are widely used to calm 
down and relax highly excited and agitated patients. A special 
tub is used through which warm water at a constant temperature 
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flows continuously. In other cases when patients are noisy, tense 
and excited cold or hot wet packs may be used to calm them down 
according to the needs of the patient. Alternate hot and cold 
showers are given for their tonic effect This natural and harmless 
treatment is preferred to the use of drugs in quieting down patients. 

In electric treatment heat is applied by means of infra-red 
lamps, electric heaters and diathermy. This is quite effective in 
cases of nerve inflammation and the like. 

The value of massage in stimulating different limbs of the body 
and for its tonic effects has been long recognized, and the per¬ 
sonal contact in massage is also of great psychological value. 


Occupational therapy 

In modem hospitals mental patients are not allowed to sit 
idle and brood away their time. They are kept occupied in some 
work of stimulating and pleasant nature. If they are physically 
healthy their mental health is promoted by vigorous exercise or 
work which involves it. Such work cheers up the depressed, wakes 
up the indifferent and provides a healthy outlet for the over-active. 
Work is not only worship it is also a very healthy and wholesome 
method of spending time and exercising both mind and body. 
Another advantage is that it detracts the attention of the mentally 
ill person from the symptoms. 

Recreation 


It is an old truism that good cheer and enjoyable work keeps 
a man healthy and happy and to some extent mitigates the harxh- 
ness of his symptoms. Recreation is an important item in a well- 
balanced hfe. Library facilities, indoor games, radio, movies and 
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Psychotherapy 

always P , rinCiple in »>at causation is 

always multiple, physical, constitutional and psychological, so that 


every course of treatment to he complete and ideal must take 
into account all the factors. It should never he unitary. Most of 
the psychotic patients are so insulated from the rest of the world 
by their psychotic ailments that psychotherapy has no effect or value 
for them. But there are a number of psychotic patients who are 
helped by talking things over with a trained psychotherapist. We 
have emphasized the psychosomatic or psvchobiological approach 
a number of times in this hook. Obtaining a complete history of 
the patient and talking to the patient and his relatives one must 
get at the root of the basic problems and difficulties of the patient 
and form a comprehensive picture of the total personality of the 
patient in its entire social and cultural setting. 

A number of techniques of psychological treatment have been 
described in a previous chapter. A trained psychiatrist will select 
some or all of them according to the needs of the patient. All 
that is emphasized is that psychological treatment may be found 
necessary in some psychotic cases, at least to supplement other 
modes of treatment. 

New drugs in psychiatry 

Drugs used in the treatment or control of symptoms or 
eradication of diseases are now so many and diverse that any 
general account of them must be very selective and determined 
by their therapeutic values rather than by their chemical, pharma¬ 
ceutical or structural interest. These drugs may be divided at 
the very outset into two groups—those which are used in treating 
schizophrenic reactions and those which are used to elevate the 
mood, the anti-depressive drugs. The former are phenothiazine 
drugs such as chlorpromazine and the latter are iinipramine 
compounds. 

The anti-schizophrenic drugs are mostly known as tranquilizers, 
a name which is both unhappy and incorrect. They are derived 
from two main sources, one from phenothiazine and the other 
<r r oup is derived from the Indian climbing shrub Rouivolfia 
serpentina or other closely related shrubs. 

Several compounds were tried and for psychiatry the compound 
chlorpromazine turned out to be crucial. Its sedative effects 
were found to be more striking than any other compound. But it 


( 235 ) 


had action in several other fields including anti-adrenaline, tem¬ 
perature reducing and nausea preventing, and the capacity for 
prolonging the effect of other sedatives. In the fifties there were 
other sedatives strong enough to combat over-agitation, oxer- 
excitement and destructive tendency but they posed an insoluble 
problem as they also produced dangerous unsteadiness of gait or 
other toxic effects. To counter these side-effects injections of 
morphia had to be given. The use of chlorpromazine solved this 
problem. It is a powerful sedative and led to very favouiable 
results by showing great improvement in psychiatiic patients. It 
has great capacity to calm without clouding consciousness and to 
relieve the symptoms of acute schizophrenia. But so great is the 
power of fixed ideas that it was also included in the class of 
“tranquilizers”. Psychiatrists wanted to do away with this term 
but failed. One reason is that chlorpromazine in action is very 
successfully used in the treatment of schizophrenia whatever the 
symptoms. If they consist of over-activity it tranquilizes, if they 
consist of under-activity it activates. Thus to call it a tranquilizer 
is not correct. 

The effects of this drug have been found to be very far- 
reaching. While milder cases of patients were treated well in 
hospitals the more serious cases were neglected and led a formless 
life. This drug calmed without inducing sleep and had remark¬ 
able cures to its credit in severe cases of schizophrenia, the dis¬ 
appearance of its symptoms, it made withdrawn and unapproach¬ 
able patients warm and affectionate so much so that even other 
patients were affected by their cure. Patients who had been incon¬ 
tinent regained control of their functions and destructive patients 
stopped tearing away their clothes. 

But drug trade has produced so many compounds that 
psychiatrists have to take pains to sift the genuine from the fake. 

From rauwolfia serpentina is derived the drug reserpine In 
India it has a long reputation for curing several ills including those 
of psychiatry. At first it was used for high blood pressure but 
later on it was found to be quite effective in quieting agitated 
patients. It was given a psychiatric trial in the late fifties and 
its curative effects were close to chlorpromazine and in combina¬ 
tion with these drugs became the main remedy for schizophrenia. 
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The evaluation of these drugs was done under variable condi¬ 
tions and it was in the course of this evalution that doubts were 
aroused. It was argued that in the case of some long neglected 
patients any drug would be effective and they began to talk of the 
placebo effects of a drug. 

Placebo responders 

Whatever the kind of treatment a doctor may give to the 
patient the latter believes that he is receiving a purposeful treat¬ 
ment, and is usually attended by some improvement. In the 
special case where the treatment is scientifically useless this bene¬ 
ficent effect, which follows with gratifying frequency, is called a 
placebo effect and the treatment is called a placebo. Those who 
have experience of systematic psychotherapy will bear testimony 
to the effect that some patients recover before the therapist has 
had time to decide what technique of treatment he should follow. 
The most common placebos are pills and medicines. Even genuinely 
effective medicines have a placebo effect along with their own 
effect. Many people who cannot sleep drop off to sleep long 
before the pill has had any effect showing thereby that the sleep 
is not a significant response to the drug. 

Before scientific medicine came into existence almost every 
drug was a placebo and therapeutic benefits occurred despite the 
objective inefficacy of the drug. Not only doctors but even patients 
are dimly aware of this fact. Many patients point out the colour 
of the medicine and feel that the medicine must be effective 
because it is very bitter. Many doctors keep the drugs changing 
or give too many medicines to exercise this placebo effect. They 
may not be clearly conscious of the placebo effect of their technique 
or action. Today doctors are equipped with highly efficacious 
medicines and control pain with anaesthesias but some may have 
observed that they c*»n render the patient anaesthetic even by a 
lesser dose because their own presence and operation-room atmos- 
here adds the placebo effect to the effect of the reduced dose. 
Professor H. K. Beecher of the Harvard University studied the 
lacebo effect quantitatively, with special reference to its effect 
? j n According to him it was generally found that more than 
ne^third patients suffering pain responded satisfactorily to inactive 
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drugs, and even with other symptoms the same proportion responded 
satisfactorily if they were really anxious to get well soon. There 
is a widely quoted description of placebos : “the ideal pill was as 
red as possible, as bitter as was compatible with ingesting it 
successfuly, as complicated to take as possible (i.e. take two pills 
with one-third of a glass of lukewarm water six minutes before 
each main meal, except on Tuesdays), and as unlike the familiar 
aspirin tablet as the maker could manage.” 

Psychiatrists were rather late in recognizing this placebo effect 
and making use of it. Placebo responders are benefited even by 
inert drugs is a fact which later psychiatrists have exploited most 
blatantly. There is great scope for it too because in mental treat¬ 
ment the relation between the patient and the therapist and the 
rapport that is established between the two is most important. 
Physicians have found that even in cases of very clear causation 
like pneumonia the placebo effects are not altogether absent. 

Experiments have shown that a person who responds to the 
placebo effect of one drug usually responds to the placebo effect of 
another drug also. Such a person is likely to be extraverted, co¬ 
operative and uncomplaining and his illness is likely to include 
strong but vague anxiety about his symptoms. 

In the investigation of the efficacy of many drugs this placebo 
effect has to be considered very seriously. In the response of 
patients to any drug that is tried allowances must be made for 
placebo effect. If the patients selected for trial of any new drug 
is a placebo responder the conclusions regarding the effectiveness 
of the drug arc sure to be obscured. To overcome this difficulty 
psychiatrists had to devise methods of drug trial which should be 
steered clear of the placebo effect. 

Future of chemotherapy 

The treatment of mental disorders by drugs, that is, chemo¬ 
therapy, has a bright future for research and investigations have 
just begun. Some drugs have toxic effects, others have side effects 
which must be avoided. All this must be guarded against. Chemists 
and pharmacologists must work in close cooperation with trained 
psychiatrists. The progress may be slow but there is reason to 
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hope that depression, morbid anxiety, over'-excitement and agitation 
already susceptible to lelief will yield consistently to new and 
improved drugs, since drugs are already known that induce these 
symptoms. 


QUESTIONS 

1. What is a psychosis? Describe the several types of 
psychoses. 

2. What general factors work in psychoses? Discuss some 
of the common misconceptions about them. 

3. Is genius a kind of mental disease? All genius is mad, 
discuss this critically. 

4. Discuss the various techniques of shock therapy and 
evaluate them. 

5. Describe physiotherapy and frontal lobotomy. How 
far are they effective? 

6. Discuss the value of some of the important drugs used 
in psychiatry. What is the future of chemotherapy? 

7. What is a placebo effect and placebo responder? Dis¬ 
cuss the phenomenon of placebo in drug investigation. 


CHAPTER^-- 

The Functional Psychoses—Schizophrenia 

Schizophrenia is the most common form of insanity. Its 
characteristic symptoms used to be generally placed under the 
term dementia praecox. Dementia means loss of mind and is a 
common term used for the progressive degeneration or decline in 
mental functions which means deterioration in attention, in memory 
and in reproductive imagination, in judgment, in initiative and 
industry and in social aptitude and adjustment. The patient may 
become slovenly in physical traits and careless ul»out bodily func¬ 
tions. As the dementia progresses such latent traits as dishonesty, 
cruelty and sexual depravity may be enhanced. Dementia accom¬ 
panies many mental disorders and there may be many types of 
degeneration. The word praecox means premature. Thus 
dementia praecox means decline in mental functions which begins 
early in life, i.e. in a youthful period of life. The term was first 
applied by Morel in 1860 to a thirteen year old boy who was a 
most brilliant pupil, but who lost interest in studies, became 
withdrawn, seclusive and quiet, forgot all that he had learned 
and frequently talked of killing his father. Morel thought that 
his mental, moral and physical functions had declined and he was 
incurable. 

In 1911 a Swiss psychiatrist Blueler rejected the term dementia 
praecox and instead used the term schizophrenia for this disorder. 
Schizophrenia means a splitting of the personality but, of course, 
this splitting takes place only in theories of psychiatrists. The 
implication is that there is a split in his thoughts, they do not 
cohere or hang together, and there is a split between his thoughts 
and behaviour. He has peculiar ideas al>out himself and his 
environment, and behaves in many respects without any refer- 
encc to his delusions. He may, for example, think that he is 
Shivaji and still continue to work as a gardener. Schizophrenia is 
just a common name for being crazy. The split occurs in the 
sense that his delusion of being Shivaji has nothing to do with 
his regular work as a gardener. One may say that this splitting 
is just an alternation, the patient has delusions at times and at 
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other times lie is quite lucid. This split or alternation or gulf 
becomes wider as the disorder becomes worse. The most striking 
features of this mental disorder are general psychological dis¬ 
harmony, lack of feelings and emotions, lack of coherence and 
system in thought processes, absence of social understanding and 
adjustment, delusions, hallucinations, and peculiarities of conduct. 


Nature of schhotions or symptoms of schizophrenia 

How does a person suffering from schizophrenia behave? What 
are his symptoms? This question is easier to ask than to answer 
for patients of this disorder display a large variety of reactions 
and traits and the general terms in which they are described 
are capable of a large variety of meanings. We may try to classify 
them or place them under general headings. 


Emotional disorders: This is perhaps the most common 
symptom of schizophrenia. Patient’s emotions are dulled and he 
feels indifferent and apathetic toward his external emironment in¬ 
cluding other individuals. McDougall thinks it is the only import¬ 
ant characteristic of this disorder. The patient does not consciously 
display or experience keen and adequate emotions, and docs not 
seem to comprehend joy, sorrow or fear. His emotional behaviour 
is most unnatural and it is difficult for any normal individual to 
establish friendly rapport with him. He may talk of death or 
disaster without feeling any regret, sorrow or grief ; he may 
claim to be a genius or a great man without any excitement or 
joy. There is an utter lack of feeling for people around him. If 
people around feel grief and shed tears, if they are excited over 
the success of their children or if they are frightened by a great fire, 
he is untouched and unmoved. His sensibility is dead and his 
emotions are blunted. Sympathy, love or fellow-feelings have no 

place in his life. 


A patient of schizophrenia is a withdrawn solitary peison 

who has no social feeling and who keeps staring in the vacant 

If he is obliged to work his output is very slovenly 

j As his trouble worsens he loses interest even in 

and poor. 

his own bodily needs and may starve or die of thirst if there 
is nobody to look after him. If he is placed in a group he takes 
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no interest in others, does not exchange any. conversation with 
them nor try to know or learn about others. 

The emotional responses of schizophrenics arc not specific. 
They are more of the nature of general excitement. 1 hey at one 
time get excited and talk loudly and vehemently, and at another 
remain quiet and silent. Without any apparent cause they may 
start giggling, crying, getting angry or attack a person standing 
by. There is no joy in their laughter, good news does not please 
them and misfortune does not depress them. If they injure 
anybody they feel no remorse. Their emotions if they ever occur 
have no relation to their environment or situation. Some of them 
do feel fear, even panic, in expectation of harm from their 
persecutor. Their emotional lesponses may occasionally be fused 
and they may feel joy and sorrow together, weep with eyes and 
laugh with the mouth. But it is best and most correct to say 
that they have no specific emotion and all that they feel is 
diffused vague excitement which may be interpreted in more than 
one way. 

% 

T Delusions: Like dreams of a normal person the delusions 
of a person suffering from schizophrenia are of illogical, 
fantastic situations in which he may consider himself to be 
some grand eminent person or to be persecuted by some imaginary 
enemy. His mind is not hampered by rules or logic nor does he 
see reason. Like dreams he has fantastic ideas of reference 
and grandeur and believes that he is a man of great influence 
and power. Or that somebody is reading his thoughts and 
controlling them and his movements. Ideas of influence are 
expressed when the patient says tliat someone puts thoughts into 
his head, influences his actions, causes him discomfort and pain 

by influencing the working of his organs and limbs. Such an 
influence is often described as hypnotic. 


A schizophrenic patient may also complain that some enemies 
are hying to do him harm. He may believe that some secret agents 
are after hm, and 'Vh'h to destroy him, that some deadly poison is 

hSse in' X h ,n ° r that SOme gas is being let 

loose m his room. He may even complain that his room is 

giving out some deadly smell which is sure to kill him. Some 


16 
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patients have delusions that somebody is always following them, has 
evil intentions against them and will pounce upon them at some 
ripe moment. 

Ideas of grandeur or eminence aie manifest when the schizo¬ 
phrenic boasts of some mysterious quality in himself which will do 
wonderful and remarkable things. If anybody questions him lie 
will say that he has a mission in this world and will do some¬ 
thing remarkable in life and that he was bom to set\c humanity 
and the like. 

Some schizophrenics believe that they are Nehru, Gandhi or 
Kalka Mata but these boasts arc noj accompanied by any emotions 
of elation or joy. And these thoughts are not oiganizcd into any 
system nor is there any consistency alxnit them. Often their 
statements arc self-contradictory, their attitudes aie conflicting and 
their emotions are of both love and hate. 

flallucinations : Often these delusions aie accompanied by 
hallucinations. They hear strange voices, someone asking them lo 
do something gieat and grand. It may be the voice of some super¬ 
natural being, of some dead relative or of somebody whom they have 
known. They may sec non-existent objects outside. These halluci¬ 
nations arc much more common in schizophrenia than in any other 
mental disorder. The voices that patients hear may be flattering, 
abusing, or threatening and they may be from God or man. Visual 
hallucinations arc also common but they do not persist. They 
arc just fleeting and dim, and occur for a very shoit period. Some¬ 
times theyi'see God, angel, or some big person or report that they 
have seen stars or bright light giving them a message. Or some 
dear dead relative is reported to be giving them orders or com¬ 
mands for doing certain things. These commands vary and there 
is no consistency about them. Messages from secret organizations 
are also reported. 

Hut hallucinations of smell and taste are also present though 
they arc less frequent. The patient complains of a bad taste in 
the mouth or of poison having been mixed in his food. Me may 
also complain of very bad smell which is that of a poison. He 
mav complain that somebody is trying to kill him with poisonous 
gas which is all over the room. There have been cases in which 
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the patient has complained of sexual assault or somebody pinching 
his leg or arm. 

Speech disorders : Many changes in speech arc also observed 
in schizophrenic patients. They may become quite mute and avoid 
saying anything. In some eases this muteness is due to their retreat 
from the outside world and lack of interest in their surroundings. 
They do not speak because they have nothing to say. Or may be 
that they have heard a voice asking them not to speak. Some 
may not be speaking because they are afraid that they will have 
to open their mouth and somebody may try to poison them. 
And some patients of schizophrenia arc over-talkative but their 
speech is incoherent, there is lack of proper inflections, they may 
speak very vehemently and talk about their troubles. You may 
ask them one thing and they give you an absolutely irrelevant 
reply. “What is the day today?” The reply is “yes” or some¬ 
thing which cannot be understood. Even if what they speak looks 
or sounds like a sentence the words are jumbled and unconnected. 
Such incoherent speech is the result of disorganized processes of 
thinking and feeling. Often people around think that the utter¬ 
ances of a patient of schizophrenia arc full of profound meaning 
and wisdom, but it is nothing of the kind. It is mere chance 
word associations. Often new words arc coined. Such neologists 
have no rationale behind them. Some new words arc just fusions 
or mixtures of common words and some have no observable source 
or origin and are intelligible to the patient alone. The patient 
may invent a complicated language but it can be understood 
only after equally complicated analysis. 


Changes in behaviour: The patient’s posture is rigid and 
constrained. There is nc expression on his face, no emotion and 
no thought. His looks may be described as quite vacant. There 

may smile or frown but he 
does so in a very silly manner. He may frequently cough or spit, 

ra is nds or legs, twist his hair. If any person around him 
puts him in any posture he maintains that posture for long. The 
arm or hand may remain lifted for a period of time without any 

* T*’ H if- ^ nCVCr ask f ° r to oat- H he is asked 

-“T h “ poslurc or gi vcn some command he will not obey, 
rather he will seem not to have heard it. He may keep looking 
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at some fixed spot as if lie has something very meaningful to see 
or nr may remain in a listening posture as if he is listening to 
something very significant. May he he is having hallucinations of 
sight or hearing. 

Disorders of thinking : Incoherent speech, irregular behaviour 
and disorganized emotions are evidence of disorganized and bizarre 
thinking. A patient of schizophrenia does not think in the sense 
that there is no continuity, unity or organization in his ideas. 
He has no purpose. He seems to be flitting from one idea to 
another, there is no connected chain of thought. He may concern 
himself with any particular sensation from any part of his 
Ixidy or lie may be preoccupied with any minor physical trouble, 
and then he brings up any irrelevant explanation of that trouble. 

Several theories have been offered to explain this thinking 
disorder. Some think that his associative connections have become 
weak or loose, while others hold that a patient of schizophrenia, 
regresses to childhood or primitive forms of thinking. In support 
of the latter theory it is argued that a schizophrenic thinks in terms 
of concrete things rather than abstract ideas. Their explanations 
of things and problems arc in terms of the concrete rather than in 
abstract thinking. 

Decline in intelligence : There is great impairment of intelli¬ 
gence and the mental disorder decreases the mental efficiency of 
the schizophrenic patient. But all mental functions arc not equally 
impaired. While memory and abstract thinking are very much 
disturbed there is less disorganization of vocabulary. But the loss 
in intellectual functioning is not permanent and with the regain¬ 
ing of mental health intellectual functioning is restored to its 
original condition. 

However, an average schizophrenic is aware of his identity, 
knows his whereabouts, recognizes people and is able to give his 
address and tell the day or the date. Memory for early experi¬ 
ences of pre-illness days is normal but for experiences during ill¬ 
ness is very disturlnrd. But he has no knowledge of his disease or 
condition. 

Physical health : A patient of schizophicnia has poor physical 


( 245 ) 


health for want of proper exercise, nutrition and rest or sleep. 
He is usually pale and weak. 

Clinical types of Schizophrenia 

Four varieties of schizophrenic reactions are generally recog¬ 
nized, but these should not Ik* considered fixed for one patient 
may have reactions of more than one type or the dominant 
symptoms may vary. They are simple schizophrenia, hebephrenic 
schizophrenia, catatonic schizophrenia and paranoid schizophrenia, 
and are described in seme detail in these sections. The different 
forms are not mutually exclusive and they are distinguished on 
the basis of their predominant symptom or group of symptoms. 

Which of these types is more frequent? The paranoid variety 
is most frequent, then conies catatonic, hebephrenic and simple 
types in this very order. The catatonic type is found more among 
women than men and the other types are more prevalent among 
men. 

The different types of this? mental disorder have independent 
origins. One distinguishing characteristic is age. At the time of 
admission to hospitals, the average age of simple, heliephrenic and 
catatonic schizophrenia patients is between twenty-five and thirty 
whereas the age of paranoid patients is between thirty-five and 
forty. Paranoid patients are usually well-built as compared with 
patients of other types. 

Simple schizophrenic reactions 

The patient of simple schizophrenia has absolutely no interest 
in himself or in things and persons around him. Lack of interest, 
apathy and indifference is the distinguishing feature of this simple 
type. He wants to lie left alone, if an attempt is made to incite 
him to activity he will soon after relapse into utter inactivity. He 
is content to remain in l>ed day and night. He neglects himself, 
does not mind l»eing unclean, has no desire to take bath or to dress 
limself in clean clothes. His movements ate sluggish and slovenly. 
Personal appearance and hygiene arc of no concern to hint He 
withdraws from his environment of things and people into his 
own shell, does not engage in any conversation and if he does talk 


( 246 ) 


it is about trivial things, has no interest in the opposite sex and 
cannot concentrate on anything except his phantasy. He is apt 
to sit in the same place by himself, with vacant expression or a 
foolish smile. He has no sense of responsibility, no interest in 
personal reputation, welfare of himself or his family or in events 
in the world around him. In this type delusions, hallucinations 
and peculiar actions are not found. 

In simple schizophrenia there is some awareness of time and 
place and mental functions are not seriously impaired. If he is 
carefully treated at this stage there is likelihood of his recovering. 

Often members of the family start arguing with the patient, 
advising, lecturing and encouraging him to engage in something 
worthwhile but this approach only makes the patient withdraw 
from them and his environment or at best develop a negative 
attitude, an obstinate and evasive response to whatever he is told. 

Most patients of simple schizophrenia are kept in the family 
and may be able to get along with simple mechanical work like 
clerical job or manual work, but they make no progress and will 
not care to change or improve. They would like to be left alone. 

There are many simple schizophrenics among prostitutes, 
vagrants, and criminals. 

The onset of simple schizophrenia may be gradual or sudden. 
If it is gradual the future patient begins by losing interest and 
ambition and developing indifference and apathy, with a tendency 
to remain silent and reserved for a long time, keeping to himself, 
remaining depressed and reviving interests of childhood days. 
When the onset of the disease is sudden, the individual becomes 
ill suddenly, his body temperature rises, he becomes excited and 
possibly delirious. Hallucinations and delusions may be present 
but they tend to disappear as the disease becomes more severe. 
Later he settles down to a routine without any interest in his work 
and without any ambition. 

The patient of simple schizophrenia looks so normal and yet 
something seems to l>e lacking. 

Hr be phren ic srhizoph rcr, in 

A patient of hebephrenic schizophrenia is distinguished from 
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other types by incoherence of thought, queerness of behaviour, 
bursting suddenly into tears and laughter without any reason, 
mannerisms and lively hallucinations. Besides there is shallowness 
of emotions, delusions of persecution or grandeur and the patient 
frequently fluctuates between depression, excitement, and stupor. 
There is gross disorganization in personality, speech is confused 
and frequent changes of emotional state from giggling to angry 
outbursts or crying and screaming. The patient takes no notice 
of his surroundings and may spend hours talking and smiling to him¬ 
self or talking to imaginary persons. In the early stages of the 
disorder the patient may be engaged in conversation but his 
replies are irrelevant and meaningless. His writing is also confused. 
And both speech and writing being jumbled and confused think¬ 
ing must be incoherent and disorganized. Words are mixed and 
there is confusion of thought. Thus silliness in thinking, feeling and 
action is in ample evidence. 

Delusions and hallucinations are common. He hears voices 
which accuse him of dirty things and call him by filthy names. 
Delusions relate to sex, religion, hypochondria or persecution and 
are changeable and fantastic. He may begin by saying that 
somclxidy is persecuting him but go on to abuse him or try to 
fight that imaginaty enemy. He becomes hostile and aggressive. 
He may shout and curse and make gestures of fighting. 

Patients of this type of schizophrenia arc not concerned about 
how they look, they have no interest in personal appearance, 
hygiene or decency and they may expose themselves shamelessly 
without any regard to what people are present. There is great 
instability of character. 

Catatonic schizophrcniq 

This type of schizophrenia almost always develops suddenly, 
in fact much more suddenly than the other forms of schizophrenia, 
but the patient generally has a history of some degree of indiffer¬ 
ence and apathy and gradual withdrawal from reality. In 
catatonic schizophrenia the patient alternates between excitement 
and stupor. In fact patients are classified on the basis of stupor 
and excitement. The onset of this type of schizophrenia is 
generally marked by headache, sleeplessness, loss of appetite and 
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the like. The important symptoms are negativism, catalepsy, 
suggestibility, stupor, excitement, mannerisms. The stupor in 
catatonic schizophrenia is accompanied by negativism and muscular 
tension. When the disease worsens(jhe patient simply lies still 
completely, makes no response^ if spoken to or sometimes even 
if he is pinched or a pin is thrdst into his skin. He has to lie very 
carefully looked after and may have to be forcibly fed. He is not 
only indifferent but also negative, that is, he will do just the 
opposite of what he is told. ^If you ask him to open his mouth 
he will shut it tight, if you ask him to show his hand he will 
withdraw it. Any attempt to make him do things or to move his 
arm or hand is met with stout resistance. He may stand or sit in 
anv posture for hours. At another moment you may put his hand 
or arm in anv position and he will make no attempt to change the 
position. It will be at your beck and call and will stay where it 
is placed. This is called catalepsy. With this catalepsy there is 
found the extreme form of suggestibility, the patient doing what 
he is told in a most mechanical manner. This condition is also 
accompanied by echolalia, that is repeating what questions you 
ask or what observations you make or he may repeat the move¬ 
ments made in his presence, which is cchoprnxin. If they see a 
soldier they will stand erect and rigid like him. 

The catatonic stupor makes the patients bed-ridden, mute, 
helpless and totally withdrawn from people around them. They 
refuse to eat and are generally very unclean. 

Their stupor is marked by great rigidity. They may lie so 
still and rigid that they can be placed like a plank of wood on two 
chairs. If any attempt is made to bend them they will resist it 
strongly. If they clench their fist it is not possible to open it. 
Other type of catatonic stupor is marked by extreme flexibility,, 
you may bend their limbs as you like without meeting with any 
resistance from them and the posture in which their limbs are 
placed will be maintained for hours. 

It is common to distinguish Ijetween two kinds of stupor : 
Bsnign stupor and Malignant stupor. The former is associated 
with delusions of death, the patient either waiting to be put to 
death or believing that he is dead already, but in the case of the 
latter there are in addition limitations of energy, emotions and 
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thinking, inexplicable giggling or outbursts of rage, delusions other 
than those of death and jumbled speech. 

After a period of several weeks or months the catatonic stupor 
changes into a normal state or passes into the other extreme of 
catatonic excitement. Catatonic excitement is very peculiar. The 
patient is in constant motion though he stands fixed at one place. 
This is extreme psychomotor activity. Though this excitement may 
show resemblance to the excitement of a manic-depressive patient, 
the movements have neither any rhyme nor any reason, they are not 
directed to any definite end, and frequently show a great deal 
of repetition. Thus the patient may make the same movement over 
and over again almost endlessly, swaying the body back and forjh, 
swinging his arms in a certain fashion, shouting the same thing 
again and again. This tendency to repeat speech or movement is 
characteristic of catatonic schizophrenia. His actions seem weird 
and meaningless because they have no relation to the external 
stimuli, but there is reason to believe that they may be induced 
by delusions, hallucinations and inner fears. They may become 
destructive and try to attack people around them. 

Along with echolalia and echopraxia repetition of movements 
and speech, which have been described above, there is another ten¬ 
dency of perseveration which is frequently found in patients of 
catatonic schizophrenia. He may repeat persistently a certain 
movement everyday on seeing a particular person or object, he may 
draw the same picture everyday or repeat a senseless phrase per¬ 
sistently over a period of time. He may walk up and down the 
same path or describe a circle always when he is walking. This 
performance of stereotyped actions is called stereotypy. Man¬ 
nerisms too are very common. He may swing one arm and hold 
the other tight, he may stand only on the left leg or walk close to 
the wall. If he is asked why he does these things he may reply 
that he does not know or that it is the will of God or give some 
other irrelevant or absurd reply. 

A common reaction of this type of schizophrenia is cold, 
clammy and bluish extremities, ears and nose. 

Paranoid schizophrenia 

The characteristic symptoms of this type of schizophrenia 
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are delusions of persecution, ideas of reference, ideas of influence, 
and emotional indifference and apathy. Often it is difficult to 
distinguish between paranoid schizophrenia and pure paranoia 
and certain patients ;nay be classifled into one or the other by 
different psychiatrists. But it may be said delusions of paranoid 
schizophrenia are more fantastic, less permanent and less sys¬ 
tematized than those of pure paranoia. Besides in schizophrenia 
emotional apathy and indifference are very clearly marked. 
Schizophrenic patients have a clear history of lack of socialization. 

T Patients of this type are suspicious, sensitive, self-centred 
individuals who are victims of delusions of persecution. They 
believe that people are hostile to them and are working against 
them. They are plotting to take their life or devising ways to 
harm them. In the beginning there is a system in their delusions 
of persecution and they are confined to certain situations and 
persons but as the disease progresses their delusions become 
undefined and absurd. In the beginning they are very aggressive 
and would like to attack and destroy but as the disease advances 
their aggressiveness and assaulting spirit calms down. 

Sometimes these delusions are supported by hallucinations. 
They hear the voices of their enemies calling them names and 
abusing them. They complain of poison in their food or smell 
poisonous gases in their rooms. They believe their enemies arc all 
powerful and will destroy them. They may think of committing 
suicide to escape or try to attack others to defend themselves. 
Usually male patients have male persecutors and female patients 
have female persecutors. A paranoid schizophrenic may complain 
that his lelatives and members of the family are keeping a watch 
over him, that they are trying to kill him by poisoning him or that 
they talk against him. 

Alongside delusions of persecution there may be delusions of 
grandeur, they may believe that they possess remarkable qualities 
that they are being persecuted out of jealousy or envy. They may 
believe that they are one of the world’s great men like Napoleon, 
Nehru or Krishan. Such delusions are accompanied by hallu¬ 
cinations. They may hear messages from angels or see visions all 
of which add to their grandeur They may hear divine music 

or see divine light. 
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Because their world is full of delusions and hallucinations 
their judgment is impaired, their thinking is bizarre and uncritical, 
it is difficult to say what they will do next, and they may do 
something dangerous. They may break furniture or costly things 
or indulge in other violent acts. As their condition worsens with 
more delusions and hallucination their intellecutal and emotional 
capacities disintegrate. 


A patient of this type of schizophrenia requires hospitalization. 
The condition fluctuates, the patient may cat, speak, and behave 
better, and may even recover. He may adjust himself to his 
friends and relatives and even to his work. Fiequently, however, 
the condition continues throughout his life and ends in total 
deterioration of his 

General dynamics 



Several studies have been made of patients suffering from 
schizophrenia and a large amount of research has gone into the 
search for causes or predisposing factors leading to this psychosis. 
But as the readers must have seen, the symptoms of several types 
of schizophrenia are of such a large variety that it is difficult to 
indicate specifically what factors lead to it. In fact any study of 
the several types of schizophrenia and its symptoms makes the 
reader doubt if he is dealing with one kind of mental disorder or 
different types of them. However, we may consider some important 
factors which may be responsible for it. 

Let us consider first the biological factors. Several scholars at 
several periods of history have stressed the biological factors such 
as heredity, endocrine system or constitution as the basic factors 
underlying the mental disorder. Let us study them in detail. 

Heredity : Among the biological factors heredity looms large 
and both psychiatrists and laymen turn to it for explanation of good 
many mental and physical disorders. Contemporary investigators 
too emphasize the importance of heredity in view of the widespread 
incidence of schizophrenia in families. Kraeplin studied 1,054 
patients of schizophrenia and -found that 53.8 per cent had a family 

niTSv, r n 't 1 di “ rd ' r ' Kailma ™ studied the family history 
Of 1,000 schizophrenic patients and on the basis of his study deve- 
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loped a genetic theory of the dynamics of schizophrenia indicating 
an individual’s average expectancy of becoming a schizophrenic. 
Ordinarily an average person has only one per cent chance of 
becoming a schizophrenic patient but if one of his parents suffered 
from this mental disorder his chances of getting this mental disease 
increase to 16 per cent. For siblings they are 12 per cent, for 
half-siblings they are eight per cent and for nephews they are four 
per cent. The percentage for grandchildren is the same as that 
for nephews. Where both parents are schizophrenics the percentage 
rises to 68. Thus the factor of heredity is powerful in pre¬ 
disposing individuals to this mental disease. Making a study of 
identical and fraternal twins, selected for schizophrenia symptoms 
he found that if one twin was schizophrenic the chances of the 
other twin being schizophrenic were 86 per cent. 

The above data may be interpreted as deciding in favour of 
heredity but some writers have interpreted that in view of some 
people not getting it even though their parents had it the factors of 
environment cannot be ruled out, at least heredity alone is not 
the only predisposing factor. If heredity were the sole factor 
every twin would have got it and the fact that a good percentage 
are free from it argues in favour of environment. 

Constitution : Ever since Kretschmer emphasized constitu¬ 
tional types in personality and associated mental disorder with 
physical constitution, investigators have sought in physical consti¬ 
tution an important factor determining mental disorder or psychotic 
disturbances.) Kretschmer stressed that schizophrenic patients tend 
to be of asthenic or slender build and Sheldon in his study 
inclined to confirm Kretschmer’s conclusion. Later investigations 
tend to show that all varieties of body builds are found among schizo¬ 
phrenics but because schizophrenia attacks youthful patients the 
asthenic type is more common. Asthenic physique is inclined to 
hebephrenic schizophrenia and athletic typee to paranoid type. 
(~\ So far as their temperament is concerned schizophrenics tend 
to be quiet, sensitive, introspective, withdrawn from reality, self- 
sufficient, taciturn and reserved. They are introverts, shut-in 
personalities. Children who may later develop schizophrenia are 
inclined to be lonely timid and sensitive people who prefer day¬ 
dreaming to vigorous outdoor activity. 
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Physical basis : Attempts have been made from time to time to 
trace the origin of schizophrenia to disturbances of the endocrine 
system or of the brain functions but with little success. No broad- 
based conclusions have been drawn. 


Physical symptoms of schizophrenia 

A great deal of study .has been made of/the physical symptoms 
of schizophrenia, is of the nature and ranctions of the several 
physical organs of schizophrenic patients^^Changes found in the 
endocrine glands, brain and other physicaT parts were not con¬ 
firmed by otherSi as has been indicated above. Againf some of 
the physical symptoms found in schizophrenic patients could have 
been caused by starvation, strain of over-excitement and inactivity 
which are very frequently found in such a mental disorder and 
not by the mental disease itself. Disturbed appetite, loss of weight, 
refusal to eat may also be due to such physical processes accom¬ 
panying this disturbance?) As has already been pointed out 
extremities, nose and eare, become cold, clammy and bluish. 
Reactions of pupils may also be disturbed. Usually pupils dilate 
when there is pain but a schizophrenic does not respond to pain 
in this manner, y 


Psychological factors ^ 

/Great stress is laid on the role of biological factors in,schizo¬ 
phrenia but this does not mean that psychological factors arc 
absent. Almost all scholars have held that psychological factors 
of frustration and conflict are no less powerful.) Bleuler in parti¬ 
cular has emphasized that the splitting of pereonality in schizo¬ 
phrenia is mainly due to strong complexes, f Because schizophrenic 
reactions include dulling of emotions or over-excitement some 
people believe that the life of a schizophrenic patient is devoid of 
all emotions. On the other hand it is more correct to say that 
his emotions are so strong, so painful and so violent that he has 
no other choice but to repress them. >(Then this repression is so 
intense that it affects all his emotio/ar reactions with respect to 
himself and his environment) Sensing that the world is hostile 
and painful he withdraws from it altogether as has been seen in 
catatonic stupor. His silly giggling and laughter on the one hand 
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and his wailing and weeping on the other are both futile attempts 
to express his repressed emotions as well as to give them scant 
expression. He is afraid to have warm and affectionate feelings 
toward his fellowmen and, therefore, withdraws from them. He is 
also afraid tc show any positive normal emotion. 


/ Adolph Meyer held that schizophrenia must be viewed as a 
reaction type and the result of repeated failures to adjust to 
the environment. Therefore, before treating any patient it is 
better to study his life history and see if he has had failures 
in meeting the challenge of his situations and problems,^ whether 
instead of entering whole-heartedly into the arena of close com¬ 
petition of lif«i he indulges in day-dreaming and phantasy. j Meyer 
thinks that a~ potential jjschizophrenic's attitude is marked by 
evasiveness toward reality resulting in suspiciousness, fault-finding 
obstinacy and seclusiveness. | 


ICarl Jung thinks this mental disorder is the result of repressed 
complexes, |the libido is directed to childhood purposes, because 
it cannot move forward as a result of failures of adjustment it 
moves inward and backward, and it moves along infantile channels 
of earlier days. 

^McDougall believes that this mental disorder is the result of 
incongruity in social relations and in several dispositions which 
enter into the organization of the sentiment of self-regard. I This 
sentiment has not developed harmoniously and when this' dis¬ 
harmony reaches an abnormal extreme it results in schizophrenic 
reactions. 


Strckker and Ebaugh argue that schizophrenia is the result of 
an introverted personality of the very extreme type, but it is 
difficult to accept that a schizophrenic is just that and nothing 
more considering the large variety of symptoms of which he gives 
evidence. 


We may have, therefore, to guard against the tendency to over¬ 
simplifying the issue and stress just one cause. Earlier we have 
stressed the fact of multiple causation in mental disorders. 

\ It must be remembered that schizophrenia is the most common 
of all phychoses, it is also the most difficult to understand, and every 
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care must be taken to identify its symptoms before regular treatment 
is attempted. 


Sociological factors 

^The role of sociological factors in the development of schizo¬ 
phrenia has not been duly stresse^and very few studies have been 
made of this aspect, but the few that have been made stress/the 
fact that there is more schizophrenia in our modern culture tKan 
it was in primitive cultures^ and within our own culture it is more 
prevalent among poorer sections. £lt drives us to the inevitable 
conclusion that because there is greater disorganization of social 
life among poorer people and no satisfactory solutions of problems 
of social adjustment can be had, therefore/it is more prevalent. 
One investigator suggests that the increased stress and strain and 


lesser security of larger cities than in rural areas is an important 
sociological factor in the development of schizophrenia. It has 
been found to be more prevalent among nuns but there is another 
side to it. May be that those who arc inclined to be schizo¬ 
phrenic and meditative go in for the life and work of nuns. In 
any case greater and closer study of the sociological factors in the 
dynamics of schizophrenia is called for.^| 


Treatment ofj^hp&phrcnia J 

^JThe best thing to do about schizophrenics is to admit them 
to ahospital. It is not possible to^ treat them at home. Hospital 
treatment has certainly tended to reduce the number of deaths 
due to certain infections like tuberculosis and pneumonia to which 
patients of schizophrenia were more prone because of weak physical 
condition. Good nursing and careful nourishment along with 
ready medical aid helped them. Ever since shock therapy was 
devised insulin treatment has been found to be very helpful, in 
fact more helpful than any other shock therapy. The percentage 
of recovery with insulin therapy has gone up to 50. In a follow-up 
study it was found that the percentage of full recovery was a little 

“V T have P leaded ^r combining insulin treat¬ 

ment with electro-shock therapy and in this combined treatment 
the percentage of recovery cases is larger. 

In another study it has been stressed that the results of shock 
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therapy in the long range arc less satisfactory and many cases 
tend to relapse after a period of time. Another investigator 
stresses that the combination of shock therapy with psychotherapy 
yields better results. Psychotherapy helps the patient to get 
insight into the nature of his trouble and to achieve better adjust¬ 
ment to his environment. Such aids as recreational therapy or 
occupational therapy also help as they give a happier contact with 
reality and provide outlets for emotional expression. 

Other mdre radical (forms of treatment are psychosurgery and 
frontal lobotomy but Chronic cases have not responded satis¬ 
factorily to such treatment^ 

(Xiroup therapy has been quite helpful in providing the schizo¬ 
phrenic patients with a safe social environment for making social 
adjustments of very healthy type and effecting socialization of the 
patientl who had withdrawn from the world of things and persons. 
We hale already described in the previous chapter the several 
techniques of treatment. 

Sterilization of schizophrenic patients would cut down the 
number of patients in the next generation but such a reduction 
would be just four per cent. Only 10 per cent of schizophrenic 
patients are descended from schizophrenic parents. From the 
^point of view of biology schizophrenia is self-limiting. Perhaps 
the best remedy would be to prevent parents with schizophrenic 
'‘trends from . marrying each other. They may not themselves be 
schizophrenic but inav have schizophrenic trends and carry the 
mental disease to their progeny( If a reliable prognosis could be 
made such people should refrain from marrying chase who have 

schizophrenic trends. 

Prognosis for all t\pes of schizophienia is not the same. If 
the patient is treated early, if the onset of the disease is acute 
and sudden rather than slow and gradual, and if precipitating 
conditions like the death of a dear relative or financial loss is 
known it is possible to cut short the period of disorder. If at 
the same time the patient has a clear insight into the nature of Ins 
Uness it is easier to forecast and treat the disorder. Favourable 
environmental conditions also help. These conditions are neces- 
nf1 Wplnful for an effective treatment of the patient, the most 

iniportan tithing is that .he ,Uness should be detected ear.y and 
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steps should be taken to prevent its attack. In that case it is 
necessary to know what are the important trends in personality 
which should be attended to early so that the germinal traits of 
personality are neutralized or reduced in intensity in time before 
they develop into a full-fledged mental disease. Such personality 
traits are lack of social feelings and attitudes and withdrawing 
from social life and contacts, seclusiveness and introverted attitudes, 
rigid personality and lack of flexibility in approach, narrow interest, 
emotional apathy, touch-me-not attitude towards comments and 
criticism, extreme shyness and self-consciousness. It is not being 
argued that such personality traits always pave the way for an 
attack of schizophrenia but their early detection and correction 
will certainly help to ward off the disorder. These traits can be 
easily checked and tested by some of the personality tests which 
have been described in some previous chapter. 


QUESTIONS 




1 . 

2 . 



4. 

5. 

6 . 


► 



Discuss the nature and symptoms of schizophrenia. 

What arc the several types of schizophrenia? Briefly 
describe their distinguishing symptoms. 

What are the general causes of the psychosis schizo¬ 
phrenia? Discuss how far it is inherited. 


What steps should be taken to prevent or reduce the 
prevalence of schizophrenia? 

What personality traits favour the onset of schizo¬ 
phrenia? How would you identify them and what 
steps would you take for their treatment and correction? 

Describe the symptoms of simple schizoplirenia, hebe- 

p me schizophrenia, catatonic schizophrenia and 
paranoid schizophrenia. 


How would you proceed to treat a case of schizophrenia? 
Describe some of .the effective techniques of treating 

Ur. m^ital disease. What are the prospects of a patient 
of schizophrenia for recovery? 


17 


CHAPTER 15 


The Functional Psychoses 

( Continued ) 

Manic-Depressive Psychoses 

Manic-depressive psychoses imply a variety of emotional 
disorders characterized by mania, depression., or in some cases, 
alternation of the two. No physiological disturbance has been 
shown to cause this type of psychoses. Symptoms are either of 
over-excitement or of over-depression but there is also a mixed 
variety in which these two types of symptoms alternate * The 
major symptoms of the manic phase are prolonged elation, over¬ 
talkativeness, excessive motor activity, seemingly without any 
reasonable cause. The patient throws prudence overl>oard with 
regard to his own safety and with regard to that of others, and 
to lose his social inhibitions. His whole behaviour is that of a 
strongly intoxicated person except that it is continued over a 
much longer period of time. 

The depressive patient presents just the opposite symptoms. 
He has prolonged depression without any reasonable cause. He 
is not able to do much and feels “rotten” He does not talk much 
and is weak. There is a poverty of ideas and psychomotor activity 
is at a very low level. Mixed states include alternation of these 
phases of the emotional disorder. At one time the patient is over¬ 
excited and at another he is depressed. Some patients show only 
manic reactions, others show only depressive reactions, still others 
show both types of reactions alternately or together. We may 
discuss them separately one by one. 

Manic reactions: Manic patients are forever active and 
moving. They cannot relax and sit still. They are forever in a 
fever of excitement and activity. Every passing thought is acted 
out A large number of things must be done together and imme¬ 
diately A person suffering from manic reactions flits madly 
from one task to another. {He is always on the go, always busvj) His 
activities are not aimless but have a purpose, only there are too 
ina ny purposes to be accomplished in too short a time. (Hyper- 
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activity or “pressure of activity” is his key symptom. This is 
also accompanied by “pressure of speech" and he goes on talking. 
He is over-talkative and gay^k Some very dull people also become 
gay and entertaining and shSw a mastery of language which they 
would not show in their normal capacity. 

t The patient is elated, happy and gay. He has a general feel¬ 
ing of well-being. He thinks very highly of himself and is very 
hopeful and cheerful. He believes that everything will turn out 
nicely for him. He may cut jokes and laugh at people around/) 
He succeeds in punning and is very enjoyable company. (^Such a 
state of joy and well-being is called euphoria^ He is not tactful 
hut inclined to be carefree, jolly and boisterous. He is full of 
liveliness and energy Because he lacks restraint and social inhibi¬ 
tions he has no hesitation in using obscene expressions, (jf he is 
obstructed he becomes violent, ready to attack, arrogant and very 
quarrelsome.^ As has been pointed out alx»vc a manic patient 
acts and looks like an intoxicated person. 


^Another symptom is extreme flight of ideas.^ Thoughts crowd 
in on him and trying to answer any question he is so overwhelmed 


by passing thoughts and reactions to external stimuli that his 
answer is confused. ^His thoughts become disconnected and 
jumbled. He seldom completes his sentences. There may be too 
much repetition in his speed j and for too many associations his 
thoughts may drift in several directions at the same timer Ashhere 
is a rapid rush of ideas so there is a rapid flow of speech. \ There 
is utter lack of concentration in thought or speech, and ideas may 


follow any chance suggestion from the jK'oplc around. 

(Other symptoms arc extreme suspiciousness of the actions and 
motives of others with delusions of persecution at their hands 


or of sexual overtures, extreme irritability when criticized, or 
thwarted, delusions of over-valuations, grandeur, wealth, power or 
divine mission. These delusions are of short duration and are 
changeable. Some authors include hallucinations too but they are 
mostly faults of perception which are wrongly intcrpivtrd. 


Because of hyper-activity and elation there is loss of appetite 
and under-nourishinent. Even in normal people over-excitement 
leads to errors of judgment and in a maniac errors of judgment 
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are common. They may accept that they are over-active but 
will not admit that they are ill or mad. Rather they will argue 
that the nurses and doctors are mad. 

Degrees of mania : There are three stages or levels of mania 
depending on the degree of intensity of excitement and elation, 
and they arc hypomania, acute mania and hyper-acute mania. 

Hypomania : (This is the mildest form of manic leactions 
and is marked by moderate elation, flightiness and over-activity. 
The person has a feeling of well-being and sees the bright side of 
everything. His mood is that of elation and optimism. He reacts to 
everything with joy, he is immensely pleased with himself and is 
ready to join any game of life He is like a mildly intoxicated 
person. He is full of vigour and enthusiasm. He is eager to bring 
alxjut changes in this world and talks and writes profusely. His 
attitude is one of exaltation in which he is very much pleased with 
the world. He is irritated only when he is thwarted or criticized. 
He speaks rapidly and loudly and it is not possible to dispel his 
mood of self-sufficiency. 

He may give the impression of being brilliant and sociable, 
with commendable plans and enthusiasms. But his plans are seldom 
worked out. He has poor judgment and insight into his trouble. 
He will abuse people who tell him that he is mad and should be 
sent to a hospital. 

Acute mania : The symptoms described above are more 
pronounced in acute mania This condition may develop out of 
hypomania or may come on al! of a sudden in which case it is 
generally preceded by a period of insomnia, irritability and rest¬ 
lessness. He may talk much more loudly, may be boisterous and 
very gay. He becomes very overbearing and boastful. He not 
only talks very rapidly but it is not possible to understand him so 
incoherent he is in his speech. His motor reactions arc more 
rapid and his facial expression is more changeable, his eyes bulge 
and his movements are more violent. When crossed he is much 
more irritable and destructive. He may bang on the wall and doors 
demanding his release, he may sing and walk up and down. He 
may have delusions and hallucinations but only for a very short 
time. Judgment and insight are severely impaired. Now and then 
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there may be moments of calmness when he may express regret 
for his doings, but these aie very short and he soon relapses into 
his manic state. He may amuse the people around him. 

Hyper-acute ot delirious mania : (This is the most serious state 
of mania in which the patient reaches a state of delirium. He is 
very much confused, wildly excited and greatly violent) He aptly 
comes up to the level of a real mad man. Aiis speech is very in¬ 
coherent and his personality is entirely disorganized. He has no 
understanding of his environment and may have wild delusions and 
hallucinations. Most of his activity consists of wild shouting, 
screaming and singing or pacing restlessly. His face may be 
distorted and he has a peculiar glare in his eyes. He is in perfect 
frenzy and may break things) rave or cry. He has to be restrained 
lest he should drop in sheer exhaustion, because his activity is 
unceasing and does not let him have any rest or sleep. As very 
heavy burden is placed on all his bodily functions he loses weight 
and the chance of infection by various diseases is very great. 


Depressive reactions ; Here the symptoms are just the opposite 
of what is found in manic reactions. Let us study them in detail. 

C The major symptoms are loss of enthusiasm and a general 
retardation of physical and mental activity. The patient feels 
discouraged and dejected) he loses all initiative and energy and is 
not inclined to undertake anything.^It is difficult for him to take a 
decision and more so to execute it! Even very small jobs appear 
heavy and tremendous. He has no inclination to be up and doing. 
He prefers to li^ in bed and may not feel equal to the effort of 
getting upN(lf(he is somehow persuaded to get up and dress, he 
tires very sooh. The zest of living is lost and he is in the grip 
of extreme inactivity. He would like to lie in a corner all alone 
and utterly inactive, often in the same position. When the condi¬ 
tion worsens he lies motionless in bed. 

^Mental activity is very much retarded and most of the patients 
complain that they can neither concentrate their attention nor 
collect their thoughts. Memory also fails them and they are 
unable to recall. They feel that their mind is blank. They are 
unable to plan any course of action or to carry on conversation 
though they may answer questions correctly. They do not make 
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any remarks themselves. They run out of thoughts or words and 
some of them do not speak at all. They may give an impression 
of mental dullness but there is no intellectual disturbance. 

They have no hope, no zest, no interest. For them life is one 
long period of brooding and gloom. Their psychological drives 
are weak and low and their motives, if they have any, cannot he 
known. They may accuse themselves of all sorts of misdoings and 
be fearful of t^eir consequences for themselves and for those 
around them./They are always regretting what they did in the 
past and they Slave no hope of the future. Emotionally they are 
inert, they do not respond to any social stimulation, and they have 
suicidal trends though with their dullness it would be too much to 
expect them to take the trouble of committing suicide. Jokes do 
not make them smile nor their gloom or grief bring any tears. 
They are irritable, apprehensive and self-reproaching. 1 hey have 
feelings of guilt and of their unworthiness. They may have delu¬ 
sions that they are suffering from all sorts of diseases and worry 
a great deal about their digestive disturbances. Insomnia, loss of 
specific appetite and lack of proper adjustment to their surroundings 

are common. 

Patients with depressive reactions do understand that they 
are ill and need treatment, but their understanding is coloured by 
feelings of despair and gloom. They have great fear of losing 
their mind and becoming insane. 

Like the manic reactions depressive reactions also have degrees 
«,r levels of the intensity of their symptoms. There is mild depres¬ 
sion or situate retardation in which thinking and acting :s slowei 
than that of a normal person. The patient no longer smiles and 
wears a sad expression. His looks undergo change, self-assurance, joy 
and calmness uie gone. Instead lie has faltering, hesitating 
manner, his approach is slow and indifferent, his writing is slow 
and his’mental functions are retarded. He has feelings of guilt, 
unworthiness and self-condemnation. He prefers to sit alone, 
think of his sins and lose all hope for the future. Most of these 
patients know that they are ill but believe that they do not need 
any treatment or that no treatment will do them any good. Instead 
they complain of headache, loss of appetite and sleep and fatigue. 
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They think that these troubles are punishments for their past sins 
and offences. 

In acute depression these symptoms are aggravated, mental 
retardation increases, inactivity and seclusiveness grow worse and 
the patient does not speak of his own accord. Feelings of guilt and 
self-accusation grow stronger and he holds himself responsible for 
many social disasters like plague or floods. Delusions that he is suffer¬ 
ing from all sorts of diseases are common and he may believe that 
his brain and intestines are being eaten away or wasted. He 
may refuse to eat saying that he has no stomach. He has no hope 
of his recovery and ideas of suicide are not uncommon. 

4 

The third grave stage is that of depressive stupor in which 
the patient lies in a state of stupor and is completely inactive 
and unresponsive. He mostly lies in bed and is completely in¬ 
different to what goes on around him. He refuses to speak or eat 
and may have to be given artificial feeding. He is extiemely 
immobile. He is generally constipated, has foul breath and badly 
impaired general health. Even when he has calmer moments it is 
not possible to know from him the nature of his trouble. He has 
delusions and hallucinations alxnit sin, death and rebirth. 

Incidence : About 5 out of every 1,000 individuals may be 
expected to suffer from this mental disease. Of patients admitted 
to mental hospitals 10 to 15 per cent are manic-depressive. 
Attacks may occur at any age from puberty to old age. The 
average age of admissions to mental hospitals is al>out forty years. 
Women suffer fronvthis disease at any age earlier than that for men. 
It is more prevalent among women. 

Predisposing causes of manic-depressive psychosis 

Let us consider what biological, psychological and sociological 
factors predispose a person to manic-depressive psychosis. 

When biological factors are considered heredity, constitution 
and organic pathology get mixed up. From the studies of here¬ 
ditary basis of this psychosis it is quite clear that heredity plays 
an important role. The prevalence of this psychosis among the 
relatives of manic-depressive patients is considerablv higher. But 
generally all arguments in favour of heredity are obscured by 


the influence of environment, for after all it is difficult to deter¬ 
mine what an individual owes to heredity and what he owes 
early environment. In a home inhabited by manic-depressive 
patients the predisposition for manic-depressive reactions is stronger. 
But still the high percentage of patients of this psychosis among 
close relatives tilts the argument m favour of heredity. 

The investigations conducted by Rosanoff show that 30 per 
cent of identical twins of manic-depressive patients are f.ce from 
this disease. This means that hereditary factors are not the sole 
cause and environments cannot he ignored. But it is 
say what these environmental factors arc. Some of the (acton 
which must be considered are serious illness, childbirth, finanua 
losses, loss of employment, death in the family and duappomtmen 
in love These factors may be present together or alone. It may 
be observed, however, that these by themselves do not cause manic- 
depressive reactions but they act as precipitating factors. 

Physical ailments like headache, lack of sleep, indigestion and 
the like may also precipitate this psychosis. In fact such symptoms 
a common in the milder form and in the initial stage. It , a 
common experience oven with normal people that the presence of 
these symptoms discourages and dejects an individual and if a 
person is highly emotional the effects of such symptoms are likely 

to be highly exaggerated. 

Kretschmer believed that manic-depressive patients are of the 
pyknic type, that is, they are stocky, thick-set, short and vigorous 
individuals. In Sheldon's scheme the mesomorphic, that is, the 
athletic, muscular, solid, energetic, aggressive type, and the en¬ 
domorphic, that is, the stout, plump, sentimental, pleasure-seeking, 
extroverted type, are prone to the development of manic-depres¬ 
sive reactions when placed under great stress and strain. Now 
the question arises whether such personality traits lead to til 
development of certain types of physique or the otlic, way afiout. 
Perhaps there is seine sort of interaction between the two 

According to Kraeplin this disorder is due to some toxic effects 
i » l^ter investigators arc of the opinion that no organic defect 
,,Ut associated with this disorder. The physical ailments 

listed above are not really causal factors but arc likely to he 
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interactional in function. Nor has any organic defect been 
discovered in brain. 

Psychological factors indicated above are of great importance. 
From the cases studied it is clear that high moral tone in the 
family in early childhood together with over-strict discipline 
are common. Later stressful experiences precipitate the psychosis. 
•It is such life experiences which also determine the mental disease 
and functioning. 

Manic-depressive patients are evenly distributed over various 
sections of people from educational, occupational and socio¬ 
economic point of view. From this some authors argue that it is 
the factor of heredity which is most important but it may equally be 
true that there are some selective factors working in this dis¬ 
order. However, sociological factors in manic-depressive reactions 
still remain to be clarified. 

Treatment: The manic-depressive patients should be lodged 
in a hospital where they get not only physical care but also dis¬ 
turbing influences and minor irritations common in the home are 
removed. The patients are also protected from any possibility of 
suicide and dangerous behaviour. 

In a manic case the immediate need is to reduce over-activitv 
and this may be partially accomplished by removing stimulating 
factors from die environment. Another urgent thing is that the 
patient’s confidence should be gained and all restraints and 
unnecessary irritations should be avoided. If nursing is careful 
the patient can be directed to engage in some constructive 
activity. In a milder case the patient may be asked to record his 
memoirs or write his autobiography. If he is not too much 
excited psychotherapy will help, and giving him opportunities 
for recreation and useful occupation will prove useful. To calm 
him down physiotherapy like hot baths and massage will benefit. 
These may be accompanied by prolonged narcosis, electro-shock 
therapy and metrazol convulsive therapy. The over-activity and 
over-excitement is generally short-lived but the treatments sug¬ 
gested do not really shorten the cycle of manic reactions. 

In depressive reactions an important thing to do, to begin 
with, is to reassure the patient that his recovery is not only 


( 266 ) 


possible but certain and that he should not lose hope. A little 
of self-assurance and optimism on the part of the patient will 
help considerably. What symptoms there are should he. relieved 
by sedatives. Electro-shock treatment is of immense benefit in 
depressive reactions. After a series of electro-shock treatment 
a good many depressive patients become animated and lively and 
Ijegin to have a normal attitude to life. At this point psvehotheraps 
is of great benefit so that what improvements have been, effected 
should be maintained and better personality adjustments are 

achieved. 


But in manic-depressive reactions time is an important factor. 
Long hours of sleep with the help of drugs is helpful and the 
patient may sleep out his reactions if sleep is carefully regulate . 
Many manic patients exhaust themselves by over-excitc-ment and 
over-activity and careful medical treatment is necessary so that 
they do not suffer from the ill-effects of any other disease. 

Insulin therapy is of no use at ail. 

Many patients recover even if they arc given just hospital care 
and no psychiatry. Frequently the duration of the diseases jus, 
six months or so, and more than 60 per cent patients are discharged 
from hospitals after five years as cured. Electro-shock therap> 
and metrazol convulsive therapy have increased the rate o 
recovery When the patient recovers he is his normal self and 
there are no personality defects whatsoever. Mis personal, social 
• in d occupational relations and efficiency do not suffer in any case. 
Generally attacks which occur early in adult life or which come 
() „ all of a sudden have a greater chance of recovery than those 
occurring late in life or which come on gradually. 

Does this psychotic trouble recur? If so bow many people 
have lecurring attacks? On the basis of admission to hospitals in 
the United States it may be safelv claimed that 60 per cent adm.s- 
sions arc first admissions and the other 40 per cent are those who 
after enjoying a period of good mental health had the trouble 
again m> much so that admission to the hospital was necessary. 
This should dispel the widespread impression that manic-depres¬ 
sive reactions are a recurring disease. In fact most manic-depres¬ 
sive patients have only one attack in their lifetime. Those patients 
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who have recurring attacks generally develop symptoms of the 
mixed type in which mania and depression occur alternately. 


Involutional Melancholia 


This psychosis is closely allied to the manic-depressive re¬ 
actions, patticularly what is called “agitated depression” or the 
“mixed type" of manic-depressive reactions. It is marked by 
severe depressive reactions particularly in the later part of life in 
people who have never had a psychotic episode. Involutional 
melancholia is distinguished by its initial occurrence in later life 
during the general involutional period of bodily and mental decline, 
by its tendency to long duration and by the failure of patients to 
make spontaneous recovery. The involutional period of life ranges 
from 40 to 55 years in women and from 50 to 65 in men. Its 
typical symptoms are paucity of thought. The average age of 
patients admitted to hospitals for this psychosis is 54 for women 
and 55 for men. Most of them are between 40 and 65 years of 
age. It is more prevalent amongst women than men. Only four 
per cent of total admissions to mental hospitals suffer fiom this 
psychosis, two per cent of male and seven per cent of female. 

Thus involutional melancholia is three times more prevalent among 
women than men. 


This disease comes on very gradually and is generally 
aggravated by some sudden tiagedv in the family, loss of employ¬ 
ment, death of some close relative, financial losses. 

The major symptoms are as follows : 


There is great depression accompanied by agitation and 
anxiety, but there is no mental retardation. But although patients 
are not slow or retarded in thinking or making responses it is 

h ° ld “V conversation with them. They are highly 
“ d feel u ""°'<l>y or worthless. They indulge in greal 

“rr w, r ,hat ,hey a,e n ° ^ 4- 

o be in great misery and anxiety that something fearful is going 
to happen them. Apprehensiveness is very acute. No douln 
srmilar thoughts are found among normal p«2ple also when tlrev 

am nresTr'l , ““? ed ** arod «y- Impression and agitation 
are present together, though the patient does no, say anything 
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and keeps wringing his hands. Often he is preoccupied with some 
real or imagined misdeed and feels that he will never be forgiven 
and is eternally condemned for some unpardonable sin. Often the 
patients seriously try to recall some past misdemeanour or indiscre¬ 
tion, magnify it several times and make themselves miserable. I hey 
do not hope for any forgiveness. They may imagine themselves 
falling into extreme poverty or that some other disaster may befal 
them. They may beg for mercy or they may beg to be punished 
or tortured. They may even refuse food or other good things 
protesting that they do not deserve them. They must he care¬ 
fully looked after lest they should try to commit suie.de or do some 

harm to themselves. 

The patient has strong feeling that nothing around him is real 
and that he himself is unreal. He does identify things and persons 

..id him hut he feels some strange distance between hmiseland 

them. Nihilistic delusions arc present. They would say that noth¬ 
ing is real, everything has changed, they themselves are changing 
md life has lost all meaning. They may say that the,r l.ram, 
stomach or tongue is gone, that they are drying up, that they are 
suffering fro... some incurable serious d.scase, that their relatives 

are dead. 

The physical symptoms during the period of depression are 
about the same as appear in manic-depressive reactions, that is 
lack of appetite, sleep and rest, headache, indigestion But in 
addition there are symptoms of old age, menopause and the like. 

The feeling of unwortlimess is generally accompanied by 
extreme suspiciousness, delusions of sin, guilt and persecution. 

To sum up : involutional melancholia is marked by agitation 
and dcp.essioi, and by a feeling of unworthincss and inade¬ 
quacy based on the decline of bodily and mental funcuons. Thus 
a woman may feel depressed that she has lost her loofa and 
helpless, and about to he .ejected. Or a man may ft cl t..at he u> 
no longer able to earn and contribute to the fan.il> funds. 

Interpretation : There is no doubt that with the decline of life 
physical and mental functions degenerate. The endocrine glands 
'undergo radical changes. Some writers hold that tins psychosis of 
involutional melancholia is due to changes in the endocrine system. 
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Others maintain that it is the result of physical and mental decline 
associated with the age of the patient. In this direction some 
experiments have been made. If the psychotic trouble is due to 
endocrine deficiency then injections of endocrine hormones or 
drugs of hormone composition should prove effective in curing it 
but it is not so. Besides why should it happen only in the lives 
of some people and not all people who grow old. 

Psychologists are generally of the view that this psychosis is 
aggravated by certain psychological stresses but some trends and 
traits favouring it already exist in the personality of the patient. 
Most of the patients who suffer from it have been found to be 
shy, stubborn, methodical, frugal, unduly conscientious and 
inihibited. They are serious people whose lives are regulated by a 
high sense of duty and strict moral principles. They have not 
wasted time in recreation and have worried about one thing or 
another all the time. So long as they were strong enough to bear 
the strain of worry and anxiety they stood the strain and made 
suitable adjustments to life as well. But when their mental and 
bodily functions weakened they went under. With growing old 
age their disappointments and failures, their fears and worries 
weigh down on them and bring on the psychotic trouble. They 
feel insecure, afraid of retiring from work, of facing poverty, 
and the external world no longer holds any interest for them. 
The world, therefore, seems unreal and meaningless, and they turn 
inward, turn over their past life, their present bodily weaknesses, 
and often think about death. 

Treatment : 1 here is danger that such patients may commit 
suicide and, therefore, it is very necessary that they should be 
removed to a mental hospital and kept under supervision. They 
should be given nourishing diet, relaxation and interesting con¬ 
structive work so that they arc encouraged to take a hopeful view 
of life. Psychotherapy is of little help so long as the symptoms 
are acute, in milder cases it should be tried. Ageing is a universal 
process and those who understand its inevitability and accept its 
handicaps are the better for it. In India good many old people 
engage themselves in social service of one kind or the other and it 
gives them opportunities for creative endeavour. 

Involutional melancholia is generally of long duration and 
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patients do not recover of themselves without regular treatment. 
Electro-shock therapy has been found very useful in involutional 
melancholia, particularly where the duration of the illness has not 
been veiy long, not more than one or two years. Other aspec ts 
of treatment arc those which have been described in the case of 
manic-depressive reactions. 

Paranoia and paranoid conditions 

The term paranoia is very old and was used even by Greeks 
and Romans, but its use was indiscriminate, and it is only in our 
own age that its limited use is made to denote systematic delusions 
without any deterioration of personality. These delusions are stable 
and systematized so that if the hypothesis of the patient being 
persecuted or being some grand personality is accepted the icst 
of the delusion follows logically. These delusions arc unshakable 
and the patient stubbornly defends them. When these delusions 
are discussed the patient becomes quite lively. His thinking and 
behaviour is quite coherent. There are no disturbances of memory 
and hallucinations are absent. Most of the patients of paranoia ' 

are self-supporting and of high intelligence. They do not need *1 

any prolonged treatment or supervision in a mental hospital. As 
long as they do not talk about their delusions they look normal and 
also work quite normally except that they look a little strange. 

Paranoid disorders have generally two types of paranoid 
reactions : 

1. Paranoia marked by slowly developing delusions which arc 
very well systematized, logical and complex centres round delusions 
of persecution or/and grandeur. There is no personality deteriora¬ 
tion and the patient's behaviour and thinking are not impaired. 

2. Paranoid condition, with transitory paranoid delusions, 

does not have the system and coherence in its delusions. This 
lies in between paranoia and paranoid form of schizophrenia. Its 
delusions change and are less logical. Thinking is a little discon¬ 
nected, and there are hallucinations too, but their emotional and 
intellectual behaviour is intact. Patients of paranoid condition ' ' 

are usually able to manage their own affairs but now and then 

/ 

they may become dangerous when they have strong delusions of 
persecution. 
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On the basis of types of delusions paranoia patients arc classi¬ 
fied into four groups ; or lather there are four types of delusions : 

Delusions of persecution : This is the most important symptom 
in a large majority of the cases of paranoia. The content of the 
delusion may vary but the pattern is the same. The patient is fully- 
convinced that someone is going to harm him, thwart him and 
induce others to do it, or that there is some secret conspiracy for 
doing malicious propaganda against hinl among his friends and 
employers. He may try to defend himself by asking his persecu¬ 
tors to leave him alone or he may write letters to newspapers to 
vindicate himself. He may seek the help of the police. In despair 
he may attack others in the delusion that they are persecuting him 
or may turn to commit suicide. He makes vigorous attempts to 
convince his family about the reality of his delusions and those 
who are suggestible and submissive are easily influenced. 

Delusions of giandcur : After a period of delusions of perse¬ 
cution-a paranoid patient may have delusions of his own grandeur 
or he may have ideas of his eminence at the very outset of the 
attack. .Some authors like Bleuler hold that delusions of persecu¬ 
tion and grandeur go together and they are very emphatic about 
this fact. I here is no delusion of persecution without ideas of 
greatness or at least aspiration to greatness. Such delusions of 
grandeur compensate for failures and disappointments with regard 
to ambitions of youthful days. Some of them aic inventors who 
think that others have made use of their remarkable inven¬ 
tions. Some believe that sonic eminent person is in love with 
them. Some have delusions about their noble birth. And some 
believe that they were bom with a special mission and are prophets 
or leaders of some great religious movement or political and 

social reform. Some of them do succeed in winning a large 
following. & 

Delusions of jealousy : Married or betrothed patients of this 
psychosis usually have delusions that their husbands/wives or 
fiancees are not faithful. They may even hire detectives to find 
out about them. If a husband just smiles at another woman or a 
wife has intimate conversation with another man, he or she is 
suspected of infidelity Some of then, may be feeling free of all 
marital responsibility by accusing their partners of lack of faith. 


Delusions of litigation : These arc of comparatively rare occur¬ 
ence. In such delusions patients are continually engaged in litiga¬ 
tion, defending injuries or their rights and seeking justice. They 
are so persistent that they annoy their friends and waste their money. 

Incidence : Such paranoid reformers, prophets, inventors and 
the !ikf* are found in every community. Not long ago an aged 
person was found in the streets of a metropolitan town with a banner 
in his hand and a number of booklets in his case shouting that he 
could prove that the earth is flat. He wanted to be invited to 
educational institutions and assemblies of experts and railed 
that geography books arc all wrong. Some, however, make a 
nuisance of themselves in public and have to be removed to hospi¬ 
tals Such patients count for two per cent of the total admissions 
to mental hospitals and the percentage for men and women is the 
same. The average age of admitted patients is about fifty years 
and some symptoms arc reflected early in life. Most of them are 
highly intelligent people and come from the cultured class. 

Interpretation : In paranoia and paranoid conditions, as in all 
other functional psychoses, the patient must be studied in his 
entire case history to find out what predisposing factors and 
traits were predominant in his life and also what stresses and 
strains have precipitated the onset of this mental disorder. I he 
psychotic condition is always a continuation of some psychotic 
trends and traits in the personality of the patient. Before having 
delusions he was a suspicious, irritable, conceited and moibidly 
sensitive person, without any sense of humour and taking every¬ 
thing very seriously including himself. He was extremely self- 
centred, distrusting everybody, having highly exaggerated ideas 
about himself. Let us discuss dynamics of such patients in detail. 

Biologically no hereditary factors in the incidence of paranoia 
and paranoid conditions have been noticed. Kretschmer held that 
paranoids were constitutionally asthenic but later studies show 
that they are found in all bodily and constitutional types. 1 here 
is no evidence of any organic defect, tumours oi endocrine degenera¬ 
tion. No biological factors, therefore, have been identified as 
causal in this psychosis. 

The psychological factors seem to be all important and some 
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of them have their origin in the experiences of early childhood, 
some in the development process of die individual. As children 
most of the paranoid patients seem to be sullen and morose, aloof, 
suspicious, stubborn and resentful of discipline. Good social adjust¬ 
ments with their playmates and participation in cooperative activity 
is absent from their experience of early days. Some of them lost 
their parents in early childhood, while others received too much 
pampering from their parents. A good many of them were 
“spoiled” children. 

Later they grew into arrogant, self-centred and rigid person¬ 
alities who would like to dominate and who are just touch-inc-nots, 
taking insult at every turn. Their goals and expectations arc 
always too high and they brook no half measures. They are normal 
and have broad interests but they are unable to establish close 
and intimate relations with other people. They are over-con¬ 
scientious, hyper-sensitive to criticism and over-enthusiastic in 
doing very trivial things. 

Such proud, self-centred and rigid personalities arc Ixiund to 
meet with failure in the accomplishment of their goals. Any failure 
will disturb them badly and breed feelings of inferiority and even 
guilt. When their sense of adequacy is undermined and their self¬ 
esteem is injured by the expected or imagined scorn and ridicule of 
others, they are most likely to project the blame for their failure 
on others. They failed not because they were incompetent but 
because others failed them, worked against them or were trying to do 
them some harm. With this defence mechanism they begin to falsify 
reality. Projection is the most striking and consistent aspect of the 
paranoid reactions. Reality and the world around is interpreted in 
the light of their subjective thoughts and feelings. In their normal 
intellectual activity they bring in logic to support and sustain the 
distorted versions of the reality and the world. However, this dis¬ 
tortion is limited to one theme and the rest of the personality 
does not suffer. In the words of Freud a paranoia patient will say, 
“1 don't love him, I hate him ; I don’t hate him, he hates me.” 

Their self-condemnation and feelings of worthlessness are the 
result of sexual maladjustments. Most of them followed a very rigid 
code in relation to sexual behaviour and tried to force this code on 

18 
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others. Homosexual conflicts too have been found in paranoia. 
Their sex development is not mature. 

Some writers stress that feelings of guilt in a paranoid patient 
result from high ambitions and goals and very poor achievement. 
He sets very high standards but being unable to achieve them he 
blames others. Being himself unfaithful he charges his spouse of 
infidelity. If he is not faithful he may have wanted to be and may 
thus justify himself by projecting his infidelity or the desire for it 


on his wife. 

As has been pointed out patients of paranoia arc liighly intelli¬ 
gent and come from a cultured stratum of society. But how far this 
fact is responsible for this psychosis is not clear. May be that this 
section of society has too high goals which individuals are unable 

to reach. 

Treatment : Some believe that paranoia and paranoid condi¬ 
tions are incurable, but others believe that much can be done to help 
the patient. In the early stages of paranoia psychotherapy or a 
combination of psychotherapy and electro-shock treatment may be 
effective. Careful interview treatment may prove helpful in dis¬ 
pelling delusions and giving the patient an insight into his illness 
in the course of a few months. In a more advanced case the patient 
should be admitted into a mental hospital where it is most essential 
that the doctor should establish a close and intimate relation with 
him so that he can make him understand the nature of his reactions 
and convince him that his delusions are not well-founded. It is 
true that symptoms of delusions are fixed and resist change. Some 
writers believe that it is useless to try to change such patients and all 
that can and should be done is to make them understand that if they 
continue to behave like that they will be sent to jail or punished. 
These patients consider themselves superior to psychiatrists and 
refuse to co-operate with the staff in the hospital. They try to 
escape from the hospital by trying to show that they are cured. 
Others hold tliat sheltered environment of the hospital together 
with occupational and relaxation therapy goes a long way to help. 
But it must be understood that paranoia patients are seldom com¬ 
pletely cured though such therapies have a sobering effect on the 


PatlC paranoid states are usually short-lived and their chances of 
cure arc generally more favourable. 
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QUESTIONS 

Describe the symptoms of manic-depressive reactions. 
What are the important factors responsible for them? 
How can they be best treated? 

What are the several types of manic and depressive 
reactions? What arc their chances of cure? Discuss. 

What do you understand-by involutional melancholia? 
Describe some of the maj or symptoms. 

Discuss the several views regarding the origin and 
development of involutional melancholia. Can this 
psychosis be ctTr cd? If so, how? 

What are the symptoms of a paranoid? Discuss the 
psychological factors leading to its development. 

What arc paranoid states? Can they be cured? 


CHAPTER !6 


Organic and Toxic Psychoses 

A number of illnesses and other organic conditions affect the 
central nervous system and give rise to disturbances in mind and 
behaviour. There may be a simple decline in mental and motor 
functioning and this may be accompanied by neurotic and psychotic 
reactions. Such reactions may depend on the nature and extent of 
the injury to the nervous system and the brain and on personality 
traits with regard to stresses and strains of life situations. How 
severe the mental disorder is will depend on the immaturity and 
instability of the mental and emotional make-up. On the other 
hand a balanced personality may be able to stand the strain of 
such stresses and brain damage. The severity of the brain damage 
is also an important factor. 

Mental disturbances may appear in connection with brain, 
infections because bacteria or viruses have entered the brain and 
destroyed the nerve tissues. We will describe some types of 
psychoses associated with infectious diseases, such as general paresis, 
juvenile paresis, cerebral syphilis, epidemic encephalitis and epidemic 
cerebrospinal tnctiingitis. 

General paresis 

(Icneral paresis is caused by syphilitic damage to the brain 
tissue. The spirochetes of syphilis progressively enter the brain 
tissue and destroy it. This psychosis has also been known as 
general paralysis of the insane dementia paralytica and paresis. 
Only about five per cent of the untreated patients of syphilis 
develop general paresis. It may appear 5 to 20 years after the 
infection, and if it is not treated, it may lead to death within a year 
or so of the appearance of the symptoms. When the virus enters the 
body it spreads rapidly. The first symptom is a small painless 
ulcer at the site of inoculation within three weeks of the infection. 
A month or two later eruptions appear generally all over the 
body, and then skin lesions appear. 'These heal soon and the disease 
passes into a latent period of several years. If the patient is 
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not treated, the disease enters the tertiary stage marked by the 
destruction of various organs of the body. When this syphilitic- 
destruction enters the brain psychotic symptoms appear. 

' * There are several tests like the Wasserman, Kahn and colloidal 

gold tests by which liquid taken out of the lower part of the spinal 
cord is tested for determining the syphilitic infection. 

Why only five per cent of the patients of syphilis should 
develop general paresis cannot be known. 

Symptoms : General paresis has a wide range of physical and 
psychological symptoms. The physical symptoms are obvious 
enough. The pupils of the eyes do not react to light. The face 
has a peculiar appearance, the expression is vacant and the patient 
looks somewhat dissipated. There is a marked tremor in speech, 
both lips and tongue are affected, some words are slurred and there 
is some stuttering too. A phrase which gives trouble in most of 
the cases is “Methodist Episcopal”, another is “Third Irish Artillery 
Brigade”. The handwriting is not even, words and lines show 
V.j .signs of tremor and some letters are omitted or duplicated. In 
more serious cases it is difficult to read the writing. The patient 
walks in an unsteady manner and his movements are clumsy. In 
some cases the optic nerve is destroyed. In normal eyes it looks 
in severe paresis it looks white due to atrophy. There 
may be an absence of knee jerk. 

The earliest symptoms are headache, dizziness and fatigue. To 
begin with the patient overlooks the social amenities, does not 
care about his appearance and habits, neglects his work and has 
no sense of responsibility towards his friends or family. In his 
conduct he has no moral standard, his judgment and memory are 
defective. He is very unreasonable in his emotions and there are 
many outbursts without any reason. He is irritable and at times 
over-sentimental. He is not aware of his trouble—that his per¬ 
sonality is disintegrating. In the early stage he may have had 
some insight into his illness when his memory failed him or his 
T efficiency diminished. As the disease progresses other symptoms 
appear such as dementia, that is, the decline of patient’s intellectual 
faculties, depression, anxiety, delusions about his body that his 
heart or bowels are being removed or that they are dead, stupor 
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Some patients become expansive and feel very happy and healthy, 
they boast of their greatness, pov/er and vigour, of hundred wives 
and thousands of children. Later such ideas disappear and 
they grow agitated, restless and busy in some activity or the other 
all the time." Grandiose, persecutory and self-condemnatory delu¬ 
sions are common and occasionally hallucinations have also been 

noted. 

Treatment : The treatment of general paresis can be conducted 
by medical specialists only. It can be prevented by adequate treat¬ 
ment in the first and second stages of infection. This should be 
done very promptly. Any delay means less favourable treatment. 
Once the infection has reached the brain and started destroying 
its tissues any treatment can only check further damage and the 
mental functioning is possible only within the damage done to the 

brain. 

One technique of treatment is to induce artificial fever in the 
patient. Two methods are used to induce fever : infection with 
malaria and short-wave apparatus. In malaria method blood 
obtained from a malaria patient is injected either subcutaneously 
or directly into the blood stream of the patient of paresis. After a 
period of time the patient begins to have chills and fever ; his 
temperature rises to about 104 degrees fahrenheit. After about 
twelve such attacks the patient is given quinine sulphate to end 
the attacks. In some cases the improvement is fairly rapid but in 
some cases it is slow. A second course of malaria treatment is 

given after about a year. 

Fever can also be induced by short-wave apparatus. The 
patient’s temperature is raised to 104 degrees and kept at that level 
for six hours. Diathermy is also used and the patient is placed in 
an electrically heated cabinet. Vapothcrapy which involves the 
circulation of air highly saturated with warm water is also used. 

Fever therapy usually succeeds in checking further damage and 
helps to prolong the life of the patient. Studies made in mental 
hospitals indicate that partial or complete recoveries have increase 
by 45 per cent after the introduction of fever-therapy. 

Another technique of treatment involves the use of arsenic. A 
compound of arsenic called tryparamide is injected into the blood 
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stream once a week for eight weeks. After an interval of rest the 
injections are resumed. 

There was a great deal of enthusiasm ahout penicillin treat¬ 
ment but the results are not as encouraging. It is injected daily 
for two or three weeks and a total of nine million units is injected. 
But authorities are not agreed as to its effectiveness. Some prefer 
it to other methods of treatment as it docs not involve any com¬ 
plications but others would still use fever therapy. 

Statistical studies show that the first two methods are still 
very successful. About 35 per cent patients arc completely cured 
of their symptoms and they are able to live their normal life. 
Another 30 per cent improve but are unable to resume their old 
life. About 15 per cent show no improvement and 10 per cent die. 
The objective of all methods of treatment is to kill spirochete. 

Juvenile paresis 

Juvenile paresis occurs in childhood or adolescence and is 
the result of inherited syphilis. It is a kind of general paresis 
occurring among young people. The infection is received from the 
mother before or during birth. Or a child may acquire syphilis 
by coming in contact with a patient suffering from this disease. 

These children develop a juvenile form of paresis. The 
symptoms begin to appear between the ages of ten and sixteen, 
and both sexes arc equally affected. 

The symptoms are the same as have been described in the case 
of general paresis. There is a general physical and mental deteriora¬ 
tion. Memory, judgment and understanding are affected. The 
patient may be expansive or depressed, there may be outbursts of 
violent emotion, movement and speech may be disturbed and there 
may be convulsions. The individual may take to stealing or fighting 
or both. 

It is not understood why all children with a syphilitic taint do 
not develop juvenile paresis. 

Tn atment : The methods of treatment are generally the same 
as for general paresis but the chances of recovery are very poor. 
Juvenile paresis is seldom affected by fever therapy or chemo- 


therapy. The best thing still to do is to start the treatment as 
early as possible. The preventive aspect of juvenile paresis is of 
the utmost importance. All states should make laws that every 
person should undergo a detailed physical examination before 
marriage and if the infection takes place after marriage there is 
always the possibility of pieventing the fetus from infection by 
proper medical treatment. Syphilis accounts for more than 50 
per cent of the Ixmi blind, it is also the largest reason for still 
births or of infant mortality. 

Cerebral syphilis 

Cerebral syphilis differs from the general paresis in this that 
the damage is centred in the brain rather than the neural tissues. 
Nearly one per cent of the new admissions to mental hospitals 
are reported to be suffering from cerebral syphilis. 

Its symptoms can be distinguished from those of the general 
paresis in their early onset. There is no marked deterioration in 
conduct, there is headache, dizziness, blurring of vision and often 
sleeplessness and nausea. The patient has difficulty in concen¬ 
trating attention, pupils have difficulty in reacting to light. 
Wasserman and Kahn tests give positive reactions with blood but 
not with spinal fluid. 

In the initial stage the damage clone to the brain is less than 
that done in general paiesis but damage to the brain is permanent. 

and the hope for 

recovery is not favourable. 

Epidemic encephalitis 

It is an inflammation of the brain tissue which has a tendenev 

* 

to strike the brain stem. Its virus causes wide-spread degenerative 
changes accompanied by a variety of personalitv disorders. When 
the disease becomes acute the patient is extremely lethargic and 
appears to be sleeping all the time. l or this reason the condition 
is frequentlv called the sleeping sickness or encephalitis Icthargica. 
This disease appeared in the epidemic form throughout Europe 
and America during the latter part of the First World War. Its 
symptoms have been noted in an attack of measles, mumps and 
othei inflammatory complaints of the brain. 


Most of the patients arc- not detected early 


Its symptoms may take many forms but usually there is fever, 
. drowsiness or stupor, the reactions of pupils are disturbed and 
the vision is not clear. The patient sleeps continuously though 
he can be awakened to take food or answer questions. He may 
sleep for many days. 

Sometimes the sleepy state is followed by a state of restless¬ 
ness, excitement, jerky movements and convulsions. After the acute 
stage patients become over-talkative and over-active. They may 
sleep during the day and keep awake at night. A common after¬ 
effect of this disease in adults is what is called Parkinson's disease 
in which muscles become rigid, speech is monotonous and the 
l>ody is bent forward. The arms do not swing in walking and the 
gait is awkward. In children serious personality changes take 
place. Those who were well-behaved before now become mean, 
cruel, impudent and unmanageable. They are restless and have 
outbursts of violent emotion. They cannot fix their attention on 
anything for long and have little self-cont; ol. They indulge in 
all kinds of destructive behaviour and have to be lodged in a 
hospital or institution meant for the purpose. 

Intelligence is also retarded. If the onset of the disease takes 
place at a young age the retardation is greater. If the disease comes 
on at maturity the intellectual functions do not show any defect. 

There is no effective treatment for the acute state and many 
patients die during the early stage of the disease. With the best 
re-education and training children do not recover completely, and 
hardly one-third recover to make suitable adjustments to society. 


Epidemic cerebrospinal meningitis 

There have been outbreaks of this disease in Europe and al>out 
one per cent of first admissions to mental hospitals are found to be 
suffering from this disease. Two per cent of the cases of mental 
deficiency are traced to meningitis. The disease is caused by the 
inflammation of the meninges or membranes covering the brain 
cortex by an attack from micro-organisms. Some of the physical 

bhfrri Sy f 8 - ,C sympt ° ms are undue weakness in muscles, 

b urrmg of vision, and lack of sleep and appetite. The severity 

f these symptoms depends on the pre-existing neurotic and 
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psychotic trends in the personality of the patient. Effects on 
childien are more serious because their brain damage hinders the 
development of their mental functions. 

Psychosa connated with brain tumours 

A turnout is a new growth in which the body tissue is abnor¬ 
mally enlarged. Such tumours arc likely to be found in the breast, 
intestines and the like organs of the body. Between the age forty 
and sixty years tumours are found in the brain of adults. Some 
tumours are so malignant that they destroy the body or brain 
tissue, others only exert pressure on the bodily parts. Since the 
skull is hard even a small tumour may cause great pressure on the 
brain and interfere with work. Brain tumours are often surgically 
treated but when they are responsible for psychoses they constitute 
hardly one per cent of the mental patients admitted to hospitals. 

Brain tumours effect far-reaching changes in the personality 
make-up of the individual. He becomes irritable, his memory is 
impaired, he is very excitable, confused, depressed, he may have 
hallucinations, convulsions, euphoria, mental retardation or apathy. 
Tumours in which special sensory areas are involved may produce 
hallucinations of sight, hearing, taste, and smell. 

Treatment of brain tumours is primarily a matter foi surgery 
and cannot be treated here. 

Psychoses connec*ed with cerebral arteriosclerosis 

Arteriosclerosis means hardening of the arteries and cerebral 
arteriosclerosis means hardening of the arteries of the cerebral cortex 
SO that they can no longer carry adequate supply of blood to the 
brain cells, and when the cells do not get enough nutrition they 
waste away. Mental disturbances which arise as a result of 
arteriosclerosis of brain cells and tissues are being considered under 
this head. Large patches of fatty and calcified material appear in 
the inside layers of the blood vessels and gradually block the arteries 
thus preventing adequate circulation and nutrition. 

The old impression that this psychosis appears in persons doing 
intensive brain work does not appear to be correct as this disorder 
is pievalont among illiterates and people of lower stratum of 
society. The question why some persons arc more prone to suffer 
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from this disorder has not been answered yet. It becomes all the 
more difficult when we consider that some people never suffer from 
psychoneurotic trouble and yet suffci from this psychosis. Possibly 
heredity, too much eating and drinking, lack of sufficient rest 
and worry are some of the factors responsible for it. 

It is one of the most common disorders. It accounts for 12 per 
cent of the admissions to mental hospitals and it is estimated 
that two per cent of the general population of either sex will deve¬ 
lop this disease in their lifetime. Studies made in the United 
States show that this disorder is becoming more prevalent. 

The disease may occur at any period after the middle age and 
the average age of patients as recorded in the United States falls 
between sixty-five and seventy. It is more prevalent in towns 
than in villages. 

Symptoms : The onset of symptoms may be sudden or gradual. 
Sudden attack or “stroke” is reported in about half the cases. 
These show either blocking of an arteiy or haemorrhage and 
patients show marked clouding or loss of consciousness, inability to 
see time and place, and temporary paralysis of one side of the body. 
Total blocking of the artery may occur at night when the patient is 
asleep or after a heavy meal. Haemorrhage is more likely to occur 
when the patient is excited, hard at work or straining at stool. 

On the physical side, the most frequent symptoms are dizzy 
spells, headache, undue fatigue, sleeplessness and convulsions. Com¬ 
mon mental reactions are loss of initiative, decreased capacity for 
work, irritability, depression and mild memory disturbance. When 
the disease grows worse these symptoms grow more severe. The 
patient becomes forgetful and may show signs of intellectual 
deterioration or weakening. There may be decrease in interest 
and attention, judgment is impaired and the patient is aggressive, 
quarrelsome, afraid of losing health and mental powers. He may 
openly speak of committing suicide, and be very unstable in his 
emotions. Intense anxiety, rage and fear are common. He has his 
clear moments and a fair insight into the nature of his trouble. 
There is some change and difference in the nature of the symptoms 
depending on the part of artery affected. Damage to the 
left cerebral hemisphere leads to speech disorders. 
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We know very little al>out the causes and prevention or treat¬ 
ment of cerebral arteriosclerosis. Sometimes there is spontaneous 
improvement or recovery, but the chances are generally unfavour¬ 
able and death rate is high 

Psychoses of old age or senile psychoses 

Old age is a period of all round decline, both physical and 
mental. Some of the normal changes are confusion, failing memory, 
too much anxiety al>out one’s health, irritable temper, unstable 
emotions, narrow interests, fear of death, suspiciousness, great 
selfishness and extreme conservatism. Old people are highly 
opinionated and do not change their mind easily. These personality 
traits result from the degeneration of brain and diminished capacity 
for work. Such changes are normal and old people are generally 
looked after at home. But in some individuals these symptoms 
are exaggerated and are known as senile psychosis. Mental 
deterioration worsens and the patient is not capable of looking 
after himself or managing his own affairs. His behaviour is not 
only a source of annoyance but also of danger to others. What is 
the proportion of such patients to total admissions to hospitals is 
not known, but it is estimated that one per cent of the general 
population suffer from senile psychosis. I he average age of patients 
admitted to mental hospitals for senile psychoses is between seventy 
and seventy-five years. The percentages are similar to those for 
psychoses of arteriosclerosis. 

In senile psychoses symptoms are exaggerated forms of the 
symptoms for old age. Judgment is grossly impaired, memory and 
understanding suffer so much so that names of even close friends 
and relatives are forgotten. They cannot read or enjov leading 
because they will not remember what they read before and cannot 
connect thoughts. Recent memory suffers much more. Retention 
of even very recent events is difficult. They are not able to carry 
on conversation and may repeat what they said just before. If 
they go out for a walk they may lose their way, get confused and 
bewildered. They arc mostly self-centred and have very weak 
interest in others. They are easily flattered. Anxiety, agitation, 
restlessness, indifference and depression are common. If thwarted 
they become too aggressive and even abusive and ready to attack. 
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They stick to their habits and ideas, and cannot tolerate those who 
differ from them. They are mean, miserly and greedy. Some of 
them get unduly interested and may rush into foolish marriages. 
They indulge in silly chatter, sleep is disturbed, they feel dizzy 
and have attacks of apoplexy. 

Treatment is confined to good care and nursing. Very few 
people recover and death rate is high. 


Psychoses due to injury 

Head injuries and gunshot wounds leading to brain damage 
have provided rich material concerning mental functions and dis¬ 
orders. Hippocrates and Galen in ancient times considered injuries 
to the head and the brain as major causes of mental disorders. 
Head injuries are common in modem life in view of the numerous 
road accidents which have become a daily feature. But the 
number of people who seek admission into mental hospitals as a 
result of head injuries is very small, hardly 0.4 per cent of all first 
admissions. Page calls them traumatic psychoses as head injuries 
are a serious shock. 


Ordinarily the brain is very well protected by the skull which 
is hard enough but even then a hard blow may break the skull and 
exercise pressure on the brain Even if the blow is not very hard 
it may rupture some of the blood vessels causing haemorrhage. The 
symptoms resulting from brain injury depend on the nature and 
extent of the damage done to the brain. It is difficult to enumerate 
and describe here some of the major types of fractures and con¬ 
cussions which occur as a result of head injury, but a broad outline 
of the symptoms is all that is offered. 


Immediately after the head injury there is confusion and head¬ 
ache, memory is disturbed and emotional instability is frequently 
found. In severe cases the individual undergoes a great change 
in personality and temperament. There may be loss of memory, 
convulsions and increasing mental deterioration. 


level thC . brain damage is cxtensivc the general intellectual 
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Treatment of brain injuries is primarily a matter for the 
medical men and there is not much that psychiatry can do. 

Psychoses with pellagra 

Certain types of psychotic disorders are due to acute deficiencies 
of some important vitamins particularly vitamin B complex and 
are incidental to pellagra disease caused by acute deficiency of 
vitamin B complex. It is marked by skin lesions, disturbances, 
of gastrointestinal tracts and a number of mental conditions. In 
mild cases the symptoms are the same as in neurasthenia with 
complaints of fatigue, insomnia, anxiety, apprehensiveness, forget¬ 
fulness, lack of enthusiasm and inability to make continued effort. 

In more severe cases memory is impaired and there are hallucina¬ 
tions, the mind is confused and adjustments to environment arc 
disturbed. Irr still more severe cases there may be manic reactions, 
agitated depression with paranoid reactions. Such symptoms clear 
up or are relieved by proper diet and careful nursing. Nicotinic 
acid given in large doses works wonders and relieves these symptoms , 

very quickly. Green vegetables and strong doses of vitamin 13 
complex are recommended. 

Psychoses with Huntington's chorea 

This is a disease of the nervous system which was first differ¬ 
entiated by Huntington of America. It occurs in adults between 
30 and 30 years old. It is marked by progressive chorea, a convul¬ 
sive nervous disease with involuntary, irregular twitching move¬ 
ments ; it is accompanied by mental deterioration, ending in 
dementia and death. Of the patients admitted to mental hospitals 
it accounts for .01 per cent. 

The physical symptoms include irregular twitching movements 
which become increasingly widespread and violent as the disease 
becomes more severe, the patient makes grimaces in the face, has 
a jerking, irregular manner of walking, he frequently smacks his 
tongue and lips and speaks in a slow, indistinct and explosive v 
manner. Mental symptoms too are present. Memory is impaired, the 
patient is irritable and depressed, and cannot judge proper ly. There 
arc no delusions or hallucinations but the patient feels so indifferent 
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and depressed that he is inclined to commit suicide. Latei when 
dementia comes on some delusions too occur. 

In twitching movements all the muscles may he involved, the 
head may twist this to that way, and the hands are always making 
jerky movements. Such movements are not painful hut the patient 
cannot check them even if he tries, he has no control over his 
movements. They stop only when he goes to sleep. His emotional 
and intellectual activity gradually declines and he is listless and 
depressed. Investigations by neurologists indicate that thcic is 
general deterioration in some area of the brain. 

The cause of this progressive disease involving degeneration 
of brain is not known but is generally attributed to heredity. 
The disease is known to run in families showing a previous history 
of the disorder. The actual degeneration occurs in the cerebral 
cortex. If all parents who suffer from this disease refrain from 
having children the disease would be abolished in one generation. 
Symptoms appear in adult life. 

There is no known treatment for this disease. It may con¬ 
tinue for twenty years during which there is an increasing degenera¬ 
tion of both mind and body till death occurs. 

Psychoses due to drugs 

Addiction to drugs is very widespred. In the United States 
the extent of drug addiction is measured by the admission to 
hospitals of those patients who develop psychotic symptoms as a 
result of drug addiction, but what about those who do not develop 
such symptoms. In India drug addiction is no less prevalent 

though no count of people addicted to drugs can be made. It 

is an admitted fact that life is not easy for man on this planet 
and problems and obstacles to our task of living happily are often 
insuperable. People take to drugs because they are too timid or 
too sensitive for this world. The drugs most commonly used arc 
morphine, heroin, cocaine and marijuana. 

From the earliest records we know that opium and certain other 
narcotic drugs like hemlock have been used by man in search of 
solace and peace of mind. Many medical men in the past used 

such drugs to cure physical and psychological ailments. Even 
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today compounds of opium arc being used extensively in all medi¬ 
cine. There are other drugs too like bromides or barbiturates which 
produce toxic conditions but they do not lead to any psychological 
>\ rnptoms. 

In some parts of the world drug addiction presents a formidable 
problem. China has been a big den for opium eaters and in the 
Far East countries and India the use of opium and other narcotics 
is fairly widespread. There are restrictive laws in many countries 
but mans more people circumvent these laws and there is large 
Male smuggling of such drugs. 

Psychoses connected with drug addiction account for only one 
per cent of tiie first admissions to mental hospitals. It is much 
higher for men than for women. 

Drug addiction may occur at any age but it is more dangerous 
for young people than for grown-ups. Most people take to it 
between 20 and 30 years of age. Very few people take to drugs 
after the age of 50. It may be that young people seek new adven¬ 
ture;, and excitement, new thrills and experiences, and the old 
people have reached an age of established habits and do not wish 
to change. People take to drugs to seek emotional relief when they 
arc all at once cut off from the protecting hand of their parents, 
wives oi friends. 

The nature of symptoms of diug addiction vary with the 
nature of the drug, the amount of drug taken and the personality of 
the drug addict. Therefore, we will consider each of the drugs 
separately. We shall discuss alcoholism in a separate chapter. 

In a general way it must be pointed out that drug addiction 
serves the same purpose as hysterical symptoms, being a means of 
escape f-om life which is too difficult or distressing, whether 
objective or subjective problems. In course of time the use of 
drugs becomes compulsive and involuntary. No matter how one 
starts taking a drug, its continued use is an escape from the oppress¬ 
ing realities of his vital situation. The more he uses, the more 
he needs till lie adds to the dose and becomes too weak to meet 
his problems. The vicious circle is started. Because these drugs 
cannot be obtained easily and legally, the drug addict soon becomes 
an easy victim of unset upulous pedlars who exit act enormous 
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payments for their contraband. He may have to face disgrace. 
Painful periods of the withdrawal of the drug are followed by 
succeeding depression and the temptation to use the drug returns 
► with an overpowering strength. 

Addiction to drugs is found in all classes of people, most 
of them are found to belong to the underworld. Males are in 
greater number. Addiction is less common among married people 
than among widowed, divorced or unmarried people. 


- * 


Opium 

Morphine and heroin arc the principal derivatives of opium 
and they enter the human body either by way of mouth oi by 
smoking or inhaling or by injections. The eating and smoking 
of opium is a very ancient practice. It helps to deaden pain and 
provides relaxation and sleep. When a small dose is taken for the 
first time it produces drowsiness, but the person has a very clear 
mind as long as he is awake. His pain is relieved. Voluntary 
movement is diminished and so is sex desire. The patient passes 
« into a state of joy, peace, relaxation and euphoria. He has happy 
dreams and phantasies. Mental processes ait; quickened and the 
person has sense of time and distance. He considers his passing 
thoughts as very bright ideas. The emotional state is one of 
contentment and peace, and the patient wakes up from sleep quite 
fresh and relaxed. In the initial stages when the patient takes 
only a small dose sleep is sound and dreamless. If the dose is 
increased the patient goes into a state of coma, and a greater 
over-dose leads to death. De Quincy has reported very' vividly of 
his own experience of opium-eating. He seemed to descend into 
chasms and sunless abysses “depth below depth,” from which it was 
difficult to come back. The sense of space and time were greatly 
affected. Buildings and landscape were magnified manifold and he 
felt like passing out into eternity. De Quincy testifies that he 
seemed to have lived 70 to 100 years in one night. These pleasant 
effects continue for 4-5 hours and when the effects of the drug 
** WCar off there is another craving for another dose of the drug. 

l k-* A - b °i! t t! , lirty dayS ° r 50 is enou S h time during which the drug 
habit is firmly established and die person becomes physiologically 

ependent on the drug in the sense that he becomes ill if he does 
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not take it regularly. In course of time he develops tolerance 
to the drug so that larger and larger doses arc necessary for 
desired clTerts. 

If opium addicts do not get their regular dose within 12 hours 
they experience painful withdrawal symptoms. The nature and 
severity of these symptoms depends on many factors including the 
amount of the drug taken, the interval between the doses, the period 
for which the drug has been taken and the health and personality 
of the person. The first symptoms to be noted are that the patient 
feels restless, he may yawn, sneeze and perspire profusely, he 
has hot flashes, chills and digestive disorders. Later there is an 
increased desire for the drug leading to depression and fear of 
some disaster coming ; the patient is irritable, feels weak and has 
a higher rate of respiration. With time these symptoms grow more 
severe ; there may be chillings alternating with sweating, vomiting, 
diarrhoea, abdominal cramps, pain in the limbs and the back, bad 
headache and tremors. 1 he patient refuses to eat or drink and this 
leads to further loss of weight and weakness. In more severe cases 
the patient may have delirium, hallucinations, even manic reactions. 
His heart grows weak and may fail resulting in death. During this 
period of symptoms if opium is given to the patient at any time, 
his health and peace of mind return in a few months. 

Such symptoms usually reach their worst point in three to 
four days if no opium is given or taken. On the fifth day they 
begin to decline and disappear by the eighth day. 1 hen the 
patient starts taking his usual meals and his craving for the drug 
also subsides. Hut if he takes his old large dose he may die. 
Many people undergo treatment so that they may begin with 
small doses again. 

Now and then one may come across a person who continues 
to take very small doses, feels normal and does his work with usual 
efficiency. Many famous persons were opium eaters without 
their closest friends knowing about it. Hut this is very rare indeed. 
Usually the dose goes on increasing, the patient loses social dignity, 
degrades himself to obtain the drug from undesirable people, and 
may have to lie or steal. Other people also begin to avoid him 
and he is in a way rejected by society. His moral, intellectual 
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and physical standards fall and he usually degenerates as a human 
being. 

Many studies of opium addicts have been made in the \\ c<l 
and they all show that these symptoms by themselves may not be 
an indication of the person’s degeneration ; rathei lack of nutri¬ 
tion, loss of money, social position and self-respect may be respon¬ 
sible for it. Confirmed addicts are often found to be irritable, 
depressed, suspicious, unstable and morose. Drugs may not be 
the actual cause of the mental disorder, and the fact that a person 
takes to drugs may itself be the cause of some psychotic ticnds 
present in his mental make-up. 

Cocaine 

Cocaine is a drug prepared from certain types of coca trees 
and is often used in place of opium when the latter is not 
available. It is also a habit forming drug but it is different from 
opium in one important aspect. With cocaine there are no severe 
withdrawal symptoms as in opium when the dosage stops. Toler¬ 
ance is not increased with its continued use and there is no 
specific physical craving for the drug. Consequently it is not 
quite correct to speak of cocaine in ding addiction. But psycho¬ 
logically the patient conies to depend on it fairly badly enough. 
I he drug is usually taken by snuffing it. 

Cocaine is usually taken in company and the habit of taking 
it is always acquired through association with other addicts. One 
ver Y good reason for doing it is that it is a strong stimulant and 
has strong stimulating effect on sexual processes. It seems very 
necessary that such stimulation should take place in company. 
People with sex perversions use it as a means of seducing others 
or for promoting interests and conditions which will provide 
scope for their sexual delinquencies and perversions. 

Small doses of cocaine produce a sort of euphoria and great 
exhilaration, and the group taking it together produces a climate 
of boisterous drinking set. All the members of the group aie 
highly active and jolly, and indulge in glib talk al>out all sorts 
° things. All sorts of ideas are floated and the party is highly 
convivial. But as the effects of the drug wear off and the stimula- 
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ticm weakens, there is depression, the person is irritable and there 
is an all-round weakness. 

Those who get into the habit of using cocaine often have to 
meet people of questionable and undesirable ways to procure it. 
They lose all self-respect and are often known to be indulging 
in abnormal and immoral sexual behaviour. Cocaine pedlars are 
notorious for exacting exorbitant prices from their customers on 
the plea that it is getting more and more difficult to get it 
Continued use of cocaine produces severe moral degradation. 

Strong doses of cocaine produce cocaine hallucinations in 
which the patient has terrifying visions. He may report that certain 
things aie crawling under his skin and that some worms and 
insects are coming in and out of his body. He may have paranoid 
ideas. Because the craving for cocaine is psychological it is even 
more difficult for treatment. 

Marijuana 

This drug is obtained from the dried flowering tops of 
the hemp plant. It is also known as hashish 01 loco weed ; Blums; 
or Ganja in India is a variation of it. The principal methods 
of taking it are either by eating the dried leaves of the plant 
or by smoking it in special maiijuana cigarettes known as reefers. 
The use of marijuana does not involve any increased tolerance 
or withdrawal symptoms nor does its use lead to any specific 
physical craving. It produces exhiiaiation and euphoria the 
patient imbibes greater self-confidence and has a pleasant feeling 
of relaxation and contentment. He has a sensation of floating 
awav. His intellectual and motor efficiency is impaired, his pei- 
ception of time and his moral judgment is very much lowered. 
Under its influence lie is inclined to be talkative and exuberant. 
There is a feeling of increased strength and power. Some writers 
emphasize that marijuana has a maiked effect in stimulating 
sexual processes but this max be due mostlx to the feeling of 
exaggerated x'gour on tire one hand and the weakening of the 
moral inhibitions on the other. 

Many reckless acts in driving and other anti-social activities 
due to marijuana intake max also be due to the intensified feeling 
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of self-confidence and adequacy which it produces. Some musi¬ 
cians also use it to offset monotony and to improve ^e.rrhyhnv 
Although many people report that they are able to do thing 
better with the intake of marijuana in the long run their 
is very much reduced. 


The individual feels a peculiar sense of unreality prevailing in 
his mind and he is very much amazed at all that is happening 
around him and by what he thinks under the influence of this 
dtug. He is thus able to drown his worries. 1 here is also the 
experience of dual personality and he is able to see himself as an 
intoxicated person. One part of his personality is able to judge 
and criticize the other part. 


When the patient passes into a state of delirium he has a large 
variety of illusions and hallucinations connected with sight and 
hearing. His sense and understanding of the surrounding world is 
very much distorted. He has confused notions about the space 
relations of things and time, but he hears even very low sounds. 
If the dose is large, the patient passes from a state of delirium 
into a state of drowsiness and sleep, extreme weakness and fatigue. 


Even if marijuana is used over a long period of time it is not 
known to have any harmful physical effects in and by itself. But 
the drug is expensive and the illegal way in which it has to be 
obtained and the social disgrace which attends it are sure to 
demoralize the person, to lower his sense of moral values and 
his moral judgment. His nourishment suffers and his health becomes 
poor. Many individuals do not stand marijuana well with the re¬ 
sult that their behaviour is very bizarre and pathological similar 
to that of a person drunk It may lead to psychotic reactions. 


Some persons after taking marijuana develop a delirious rage 
and do acts of violence. It is said that in the middle age people 
took hashish before indulging in religious murders. The sudden 
stoppage of the use of marijuana does not involve withdrawal 
symptoms. Though hemp and its compounds arc included in 
^ addiction drugs modern psychiatry is of the view that it is not so 
# addictive as is commonly supposed, and the number of its users is 

much larger than is readily accepted. There is no psysical craving 
for it, even after long and regular use the addict does not feel the 
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need of increasing its dose and as has been pointed out stopping 
its nse does not lead to withdrawal symptoms. The addict is 
hound to wonder why this drug should be classed with drugs like 
opium and heroin but law does put it on par with the opiates. It 
is believed that to such a person turning to opium for the sake of 
an experiment is a shoit step, though it will later turn out to be 
a large step. There is a deep prejudice against drugs outside 
alcohol and it is not likely that restriction on the use of this drug 
will be lcmoved or reduced. 

Mescaline. 

There are many drugs which are used for experiments or 
therapeutics and which have main or side effects which provide the 
bored, the curious or the unhappy with welcome or interesting 
sensations. Mescaline is one of them. It is obtained from the 
buttonlike top of a certain type of cactus plant. It is usually 
taken by mouth and is a strong stimulant. It leads to a prolonged 
state of wakefulness and removes all fatigue. In suitable subjects 
it produces a fascinating though somewhat alarming psychotic con¬ 
dition which includes in its manifestation hallucinations, illusions, 
distorted colour, space and time perceptions, and sometimes a 
phenomenon called synaesthesia, which means the transfer of one 
kind of sensation to another modality—the sound of a violin may 
induce reddish-brown hallucinations or the sight of blue steel may 
cause a cold sensation to spread over the skin. Extremely beautiful 
and vividly coloured images succeed one another in a fascinating 

manner. 

Experiments made with certain people indicate that mescaline 
is capable of inducing typical psychotic symptoms including quick 
changes of mood, paranoid reactions, split in personality and dis¬ 
orders of thinking and behaviour. The drug is not really habit- 
forming and it is doubtful if its prolonged use has harmful effet ts. 

Bromides 

bromide and its compounds are sedatives which relieve 
tension, induce relaxation and sleep, but if they are continue 
over a long period of time they may produce psychotic reactions. 
In mild mental intoxication the symptoms are confusion, tiie ness, 
lack of concentration, disturbed memory and lack of sleep. Speec 1 
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too is slurred, digestion is upset and there is little appetite. There 
are eruptions on the skin. In severe cases there is delirium, fear, 
defective adjustments and hallucinations. Treatment consists of 
taking bromides out of the system and this is done by giving large 
quantities of common salt in water. The patient is generally cured 
in ten to fifteen days. 

Bromides are also given to reduce sexual desire and in epilepsy 
as a sedative. 

Interpretation 

The percentage of people addicted to drugs is small. Usually 
drug addiction indicates some personality defects, ill-health or 
maladjustments. Broadly speaking there are four kinds of drug 
addicts, those who get into it by accident but are quite normal, 
those who are psychoneurotics, those who are having one or the 
other type of psychosis and anti-social characters who take to drugs 
as a part of their psychopathic behaviour. Some addicts may be 
included in more than one class. It is not possible to go into a 
detailed analysis of drug addicts. 

Treatment : Only a very small percentage of drug addicts are 
ever completely cured, a good many go back to it thus demonstrat¬ 
ing that there are certain traits in their personality which incline 
them to the drug habit. Psychotherapy is of the utmost import¬ 
ance because permanent cure is possible only if the patient is 
carefully helped to build up strong psychological defences against 
the strong habit. For those individuals who acquire such habits 
accidentally the prospects of cure are greater. While it is neces¬ 
sary to exercise control over the use of such drugs and this can 
be done only by the state, society should be fully conscious of the 
needs of mental health of the people who take to drugs. For¬ 
tunately our country is gradually realizing the importance of 
mental health needs but the programmes are very unrealistic and 
the provision is ridiculously meagre. 

QUESTIONS 

1. What is general paresis? Discuss its symptoms and 
treatment. 
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2. Discuss juvenile paresis, cerebral syphilis and epidemic 
encephalitis. 

3. Describe psychoses connected with brain tumours and 
cerebral arteriosclerosis. 

4. Old age is a disease, discuss this statement and the 
psvchoses connected with old age. 

5. Explain the following : 

Traumatic psychoses. 

Psychose' with pellagra. 

Psychoses with Huntington's chorea. 

6. Discuss in a general way the psvchoses connected with 
drug addiction. 

7. What are the effects of taking opium? Discuss the 
mental symptoms of an opium-eater. 

8. What are the effects of taking cocaine, marijuana and 
mescaline? 


CHAPTER 17 


Alcoholism 


For too long in the history of mankind alcoholism was con¬ 
sidered a moral problem, resulting from moral degradation and weak¬ 
ness of will power. That is why little or no progress was made in 
understanding the basic factors which underlie this habit or in 
devising effective methods of treatment. For equally too long in 
human history people have thought fit to exhort and advise alco¬ 
holics to give up drinking till our own times when people started 
treating it as a problem for psychiatry. Drinking is just one of 
the several ways in which people wrongly react to stresses and 
strains which are too difficult for them to meet in the normal 
manner. 

Drinking is as old as the civilization. There is hardly any 
country or community, any age or culture in which drinking in 
one form or the other has not prevailed, and there are sections 
of society in which the use of alcohol is not only common but is 
also considered as a sign of respectability, modernism and what 
not. The use of alcohol is considered pathological if it is used 
in excess, if the individual cannot do without drinking, if its 
use is disapproved by society and if it has injurious effects on 
the mind and body of its users. As in drugs the individual using 
it soon begins to crave for it, consumes larger quantities and 
cannot be deprived of his daily or periodical drink. But in some 
individuals even excessive indulgence in it for a long period 
of time does not produce any mental disorder. So psychiatrists are 
driven to the conclusion that there must be underlying traits of 
personality which under the influence of excessive indulgence of 
alcohol are precipitated into psychotic symptoms. That is why 
alcoholics are classified according to their symptoms rather than 
on the basis of what and how much they drink. Modem psychiatric 
practice, however, lists several symptoms as definitely alcoholic 
in nature and we have a term alcoholic psychoses to denote such 
symptoms as excessive intoxication, delirium tremens, Korsakoff’s 
psychosis, acute hallucinosis, and alcoholic deterioration. 

Incidence : We are not concerned here with the problem of 



( 298 ) 


drinking in general but with chronic alcoholics who have psychotic 
symptoms. In the United States nearly 10 per cent of the first 
admissions to mental hospitals are alcoholics and of them at least 
half have alcoholic symptoms. Nearly one out of every two hundred 
people in that country are expected to develop alcoholic psychosis 
at one or other time of their life. It is primarily a mental disorder 
of middle life. The average age of first admissions to mental 
hospitals is forty-five. The number of men is greater than that of 
women. A very high percentage of them are either widowed or 
divorced. Among men the proportion of bachelors is greater 
than that of married people. These figures are for the United 
States. There is no count for our own country. 

Why people drink: Ethyl alcohol is the active constituent of 
all the intoxicating beverages used in the civilized world. It is 
taken in enormous quantities, and though the proportion of subjects 
who become addicted is small the absolute numbers who take 
alcohol are so large that alcholism constitutes a public health 
problem of very great magnitude. However, a distinction must 
be made between the alcoholic and the person who takes a drink 
now and then. An American helps himself to a cocktail as an 
appetizer before his meal and in Europe people take a glass of 
wine of one kind or the other with their meals. In other countries 
ail over the world people take a peg to rouse themselves. These 
are not alcoholics but just moderate drinkers who do not have any 
irresistible craving but because they seek some very welcome effects 
of alcohol : the feeling of relaxation and warmth which has a 
very pleasant tone, mild mental and emotional stimulation, freedom 
from restraint, euphoria and a feeling of well-being, cheerful 
fellowship and camaraderie. These things are socially desirable 
and personally very pleasant. Social advantages are nullified when 
relaxation changes into inertia, reduction in restraint into tactless¬ 
ness and debauch and good fellowship into silly talkativeness. 
Even the personal enjoyment does not last long when the next 
morning the drinker has a hang-over—headache, lethargy, nausea 
and tremulousness which are generally not experienced except in 
illness. The alcoholic has strong craving for alcohol at certain 
times during the day and usually indulges in excess. His reasons 
for drinking are deep and complex. 


While the urge to drink is never inherited studies of alcoholics 
have revealed that about 40 per cent of the alcoholics have had 
relatives who were either alcoholics or had other abnormal trends 
in their personality. There may thus be some constitutional 
basis of alcoholism in the sense that some psychological factors 
in the personality of the individual may incline him to take to 
alcohol. Some persons may be constitutionally inclined to solve 
their problems and difficulties by taking to the use of alcohol 
but that does not necessarily imply that they will become alcoholics. 
No individual becomes an alcoholic simply because his parents 
or relatives were so. Other influences must be operating to that end. 

Psychologists explain the drink habit by the purpose drinking 
serves. People drink to escape from worry, anxiety, responsibility 
and misery, which domestic, occupational and social life brings, 
to drown their sorrows and griefs, to overcome their boredom and 
lethargy, to forget painful and embarrassing experiences and to 
make up for their inferiorities. Under the influence of drink the 
timid feel brave, the diffident feel great self-confidence and the 
unhappy feel cheerful. It helps to overcome frustrations and dis¬ 
appointments. All this may be true but it is not a complete explana¬ 
tion. Everybody in this world has problems and worries. In fact 
it is most pertinent to ask : who has not? But why is it that only 
some take to drink to meet their problems and worries, and others 
don’t. 

Some theories: Many psychoanalysts explain alcoholism by 
repressed homosexuality. They argue that men drink excessively 
mostly in the company of other men and in such bouts they come 
in bodily contact with each other. In such bouts of excessive con¬ 
sumption of alcohol the repressed homosexuality of the alcoholics 
finds expression. Such hallucinations as they have under the influ¬ 
ence of alcohol give indirect expression to thoughts, wishes and 
urges as bear on repressed homosexuality. 

One psychoanalyst K. A. Menninger puts forward an interest¬ 
ing theory. According to him addiction to alcohol is partial 
suicide, it is an attempt at self-destruction so that greater self- 
destruction may be avoided. He sees in the thwarting of his 
ambition, disappointments in love and business, threat of disgrace 
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and the like a great danger to himself, and, therefore, indulges 
in milder self-destruction to avoid a greater one. 

These and other theories are not a very comprehensive and 
complete explanation of why people drink but they throw a good 
deal of light on the problem. They fail to account for individual 
differences in the use of alcohol and are too simple to be accepted 
as a satisfactory explanation of the behaviour of alcoholics. The 
two theories mentioned above may account for the motives of some 
alcoholics but cannot explain the addiction of others. Many people 
drink alone and secretly and there is no homosexual indication. 
And what about women alcoholics? Regarding the theory of partial 
suicide it is not understood why some people take to this method 
of suicide. 

The most striking fact about the use of alcohol is its great popu¬ 
larity in all cultures, regions and countries and among all classes 
of people. As has been observed earlier in all civilizations people 
have sought pleasure in drinking one kind oi alcoholic beverage or 
another. Many campaigns have been organized against it, many 
legal restrictions have been placed on its use, laws of prohibitions 
have been enacted, temperance societies have waged ceaseless war 
against its use and almost every religion has propagated against 
it and yet it is as popular as it ever was before. I he fault was 
with our interpretation of alcoholism. We naively believed that 
drinking is just a matter of habit, governments enacted their 
prohibition laws on this basis believing that by keeping people 
from becoming habituated to alcohol by cutting off the supply the 
habit of using alcohol will soon disappear. It is an experience of 
all governments and the committees they appointed to go into the 
question that prohibition helped to increase alcoholism and probably 
the use of other drugs along with it. 

A fairly large number of alcoholics do not like the taste of al¬ 
cohol and take lot of trouble to conceal it. Therefore, the attraction 
of alcohol does not lie in its taste but in its effects. Let us study 
what these physiological effects are. 

Alcohol, contrary to popular belief, is not a stimulant but a 
depressant. It attacks and paralyses the higher centres of the 
brain thus weakening their control on the lower centres As 


this control weakens the primitive impulses and emotions of man 
are no longer restrained and get a free expression. I hus the 
drinker is able to indulge in free expression and satisfaction of 
primitive impulses which were held in check by.the restraining hand 
of intelligence, memory and judgment. With critical powers 
numbed and social inhibitions abolished the person forgets his 
obligations and responsibiltics, failures and defeats, disappoint¬ 
ments and miseries. Alcohol helps him throw off the restraining 
influence of memory, intelligence, social sense and conscience. He 
allows himself to drift with his true feelings, emotional and inner 
urges. Thus alcohol is a means of escaping from one's rational 
and social self, from the real world of hardships and threats, worries 
and fears into a new world where what one feels most is all that 
really matters. Before drinking he was frustrated, depressed, 
anxious and bored ; after drink he feels waim, vigorous, hopeful 
and happy. He now feels quite capable of accomplishing tasks 
which he avoided. Drinking produces a sense of security and 
competence. Such a theory is more inclusive and comprehensive 
than the theories we have mentioned above. But it fails to account 
for individual differences in drinking habits or to explain why 
some people become addicts developing psychotic reactions and 
some people do nothing of the kind, why some people are very 
easy to persuade to drink than others, why some are more sensitive 
to the influence of drink and go over with one peg and others are 
more tolerant of it and need many more to get drunk. 

And in general and on the whole the effects of alcohol are very 
injurious. When the alcohol content of the blood rises to 0.3 per 
cent serious disturbances in movement, speech and vision arc seen, 
and thinking is confused. And when it rises to 0.5 per cent the 
entire physiological and neural balance is upset and the person 
becomes unconscious. This unconsciousness in a way protects him 
from more serious consequences because he is prevented from con¬ 
suming more alcohol which may bring about his death. From this 
ue may infer that it is not the amount of liquor consumed which 
intoxicates a person but the alcohol content absorbed in the blood. 
The effects of alcohol vary with individuals, their physical con¬ 
ditions, their personality, the amount of food he has already taken 
and the time for which he has been drinking. There arc many 
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people who consume quite a large quantity of liquor but show no 
signs of intoxication and retain their bodily and intellectual alert¬ 
ness. Much, therefore, may be said to depend on the attitude of 
the person. Not all people on intoxication become joyful, expan- ^ 
sive and happy. Some grow so sad that they blurt out their secret 
miseries and worries, others feel drowsy and go to sleep and still 
others become suspicious and irritable. 

The actual effect of alcohol on the brain centres is not fully 
known but it does not seem to cause damage or injury to the 
brain tissue. But it does seem to slow down the functioning of 
the brain, particularly those centres which deal with understand¬ 
ing and judgment, and later those which deal with movement and 
their co-ordination. 

Some writers think alcohol is a poison which has a very harm¬ 
ful effect on the physical organism. But others maintain that 
alcohol is a high calorie food. Once alcoholism is absorbed it 
enters into carbohydrate metabolism and may provide energy 
for the usual activities of locomotion and maintenance of body 
temeprature ; it may indirectly supply fuel to the intellectual 
activity. In some people excessive consumption of alcohol may 
cause cirrhosis of liver but it does not have any harmful effect 
on other organs. It has no bad effect on heredity or potency, 
on brain or heart. But the trouble is that alcoholics do not stop 
at any limit, they want more and more and increasingly depend 
on it, it is their food and nourishment. Naturally, therefore, they 
miss the several vitamins, and have lower bodily resistance to 
disease and it shoitens life. Excessive indulgence over a period of 
time leads to abnormal behaviour, to psychotic reactions. Though 
we do not know how these psychotic reactions are related to 
alcoholism they have been found in alcoholics. 

Personality factors : It is difficult to say what traits or factors 
in personality favour the development of psychotic reactions in 
an alcoholic because attempts to classify alcoholics into clear groups 
have not been very successful. Alcoholics are drawn from all ti 
dasses of people and all types of persons. Some people after a 
mild drink in the evening just to keep up company are found 
to be more extroverted. Male drinkers are inclined to prefer 
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their mothers to their fathers, but these traits have no significance 
in the causation of alcoholic addiction. 

Social factors : Some social factors contribute to the increase 
of alcoholism. How respectable is the drinking habit, how readily 
available the several varieties of liquor are will to some extent 
influence the amount of alcohol consumption in any country or 
society. In countries where wine is manufactured from grapes and 
is found in abundance people will drink mostly because it is 
freely available and cheaply sold. Prohibition may not altogether 
stop the use of alcohol but it certainly has a preventive effect. 
Reports from the United States indicate that during the early 
days of prohibition when alcohol was scarce the number of alco¬ 
holics admitted to mental hospitals fell appreciably. In higher 
social circles more and more people are taking to drinking as 
it is considered a mark of respectability and modernism, of smart¬ 
ness and sophistication. 

Women are less susceptible to the temptation of liquor. It 
may be their training or social pressure. The number of male 
alcoholics admitted to hospitals is four times larger than that of 
women. Among Indians there are certain castes and sections in 
which wine drinking at festivals and ceremonial occasions is socially 
enjoined and there are very orthodox sections which scrupulously 
shun it. 

Drinking is very common among motor and truck drivers and 
some states in the West and some large towns in India are faced 
with the problem of intoxicated drivers being a menace on roads 
particularly at night. But here we are not concerned with social 
problems arising out of alcoholism but with problems of psychiatry. 

Alcoholic addicts and non-addicts: We have discussed why 
people drink and considered mostly those who drink for the pleasure 
of it or to combat symptoms of anxiety, fear and inferiority. They 
can be described as addicts. The addicts drink to excess and cannot 
resist the desire to drink more and more ; they damage their career 
and their families, they may develop cirrhosis of the liver and 
not only do they have psychological dependence, but their toler¬ 
ance rises and they either show withdrawal symptoms on abstention 
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or lose control of their intake. How the heavy drinker becomes an 
«iddi< l may be described in his several stages of progress to that end. 

To begin with he is a lonely and sad person, he takes to drink¬ 
ing as a means of obtaining some solace and he spends a good deal 
of time and money drinking with other people. He justifies all 
this by thinking that he has not got much out of life and that he 
needs some pleasure to get a kick out of life. His tolerance rises 
and he consumes increasing quantities of liquor. From one to two, 
two to four and four to six glasses does not take long. If his 
companions take less he enters the bar earlier or leaves it later 
to have extra drinks. ' He knows what is happening to him. The 
only way he can escape is through abstention but that seems a vciy 
cruel thing to do. In a few years he becomes a patient whose life 
revolves lound alcohol, he has no control over his life, he goes on 
drinking not the whole evening but the whole night stopping only 
when he is too wretched, too drunk and too broke. 1 here may be 
spells of abstention during which he feels ashamed and repents, 
but he feels gioorny, agitated and depressed. He is compelled to 
rationalize his drinking habits and makes many pious resolutions 
about taking less. He starts again, and after a few bouts again 
there is a spell of remorse, misery and self-reproach. lie may turn 
upon his family, friends and the doctor for his plight, and on the 
slightest provocation quarrels with them and returns to the bottle. 
During drinking he may develop paranoid reactions and make 
grandiose suggestions and become generous and expansive. He 
is trying to protect his self-esteem. He may offer drinks to his 
set and yet curse them for exploiting him. He loses interest in 
food and his efficiency begins to fall badly. His family life may 
collapse and he may turn more and more to the bottle. He may 
start drinking even in the mornings, may lose his job and may take 
to drinking larger quantities and more frequently. He goes down 
in the social scale and in degraded circumstances may reach “rock 
bottom”. He can no longer hide his plight and failure, and may 
at last seek treatment. 

1 his progress toward abnormal addiction may stretch into 
years, men may take 15 to 20 years while women reach the end 
much sooner, say three to four years. 
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Alcoholic psychoses 

Psychoses associated with alcoholism can be conveniently 
classified into two groups, acute reactions and chronic reactions. 
Acute reactions have four sub-types : pathological intoxication, 
delirium tremens, acute alcoholic hallucinations and Korsakoff s 
psychosis. These we shall discuss in detail here. 

Pathological intoxication: This type of reaction occurs in 
people whose tolerance to alcohol is very low. Persons suffering 
from epilepsy or mentally unstable persons, and normal persons 
who, due to sheer fatigue and emotional strain cannot stand even 
a small quantity of alcohol show signs of pathological intoxication 
after taking even a small quantity of alcohol. 1 here are instances 
of people suffering from this disorder even after a glass or two of 
beer. In other cases a large quantity of liquor is necessary to 
induce this condition. The patient begins to have hallucinations 
and is badly disturbed, he flies into a rage and threatens to commit 
suicide or murder others. He is utterly confused and there is a 
great danger that he may commit crimes of violence such as 
man-slaughter, attempted murder, arson, burglary' or sexual assault. 

It must have been clear from what has been said above that this 
reaction does not depend on the amount of liquor consumed. Some 
are affected even by a small quantity, others have to ingest much 
more to pass into pathological intoxication. This leads psycholo- 
logists to infer that pathological intoxication occurs in individuals 
who have a psychopathic background, that is, have either some 
brain injury or are suffering from one of the mental diseases like 
schizophrenia, hysteria or epilepsy. It may also occur when a 
person suffers from deficiency in blood sugar. 

After an attack of pathological intoxication the patient usually 
falls into deep sleep and on waking up completely forgets what 
he said or did during the time of pathological intoxcation. There 
is great mental confusion during the attack and the patient suffers 
from outbursts of rage, but he does not recall anything about them 
afterwards. 

The attack of pathological intoxication varies from a few 
minutes to a couple of hours and about ten per cent of the 
patients admitted to mental hospitals suffer from this reaction. 
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Delirium tremens : This is a classical consequence of excessive 
drinking over a long period of time and is the best known of 
all the psychotic reactions. It may also appear after an injury 
or debauch. It is supposed to follow a sudden cessation of drink¬ 
ing but this has been found to be questionable. For a day or so 
before the attack the patient is too sick to drink. 

In some cases delirium tremens does not appeal suddenly. 
Before its onset the patient is agitated and restless, and is unable 
to sleep, and a nervous apprehension and suspicion that indicate 
that the patient is ceasing to grasp what is happening around 
him and is, as a consequence, taking the only safe course in this 
unfriendly world and assuming that he is being caught. He is 
unable to sleep and has nightmares, and is frightened by sounds 
or impressions, particularly m the dark. His sleep is disturbed by 
vivid and alarming dreams. His consciousness becomes more 
clouded and lie starts to interpret what he dimly sees and hears 
in such a way that his perceptions fit his mood of the moment, 
which is often one of fear and remorse. In other cases the attack 
comes on all of a sudden, and the patient loses adjustments to time 
and place. 


The particulai characteristics of delirium 


tremens aie : 


1. Vivid hallucinations particularly of such animals as rats 
or snakes. Visual hallucinations often starting as illusion on seeing 
a crack in the wall, cause the patient's fear to increase to a point 
where he may cry out or try to run away. He may see small 
animals like snakes, rats, insects and all manner of horrid things 
like pink elephants emerging from the floor and rushing toward 
him or soldiers may march and countermarch on his bed He 
may hear voices of loved ones who reproach him with his mis¬ 
deeds and the patient is bewildered as to how he should explain 
their voices even though the room is empty and there is no one 
there. He is both frightened and fascinated by these hallucinations 
and objects of the real world are not able to distract him. Often 
such patients have hallucinations while driving a truck or gardening. 


2 Acute fear : The patient is very much terrified by animals 
he sees in his hallucinations, but even otherwise he is in a state 
of extreme terror. These are “the horrors’ The patient sees 



these animals changing form, colour and movement and «*rrdymg 
him. Or he may have a general dread drat someth,ng very s.mster 
is going to happen to him or that somebody is going to do 
hann or kill him. This terror may induce him to try to comm. 


suicide. 

3. Extreme suggestibility : The patient may be suggested all 
sorts of things and he accepts them. He may be tcld that a certam 
animal is sitting before him and he will start doing something abou 
the animal. Or he may be suggested pictures of animals on the wal 
and he confirms seeing them. He may even try to catch them. 


4. Disorientation about time, place and persons : The patient 
loses track of time, may mistake the hospital to be his home or 
office and may start embracing medical staff in the hospital in 
the belief that they are his close friends or relatives. 


5. Marked coarse tremors in hands, tongue and lips. Hiis 
symptom is indicated by the name of the psychosis. Heartbeats 
become weak but rapid, the patient perspires profusely and there 
is foul breath from the mouth. There is no motor co-ordination 
and the patient is badly exhausted. 


The delirium usually lasts from three to six days and is usually 
followed by deep sleep. When the patient awakens he has few 
symptoms though he is still scared. He may not resume his drink¬ 
ing for some time but goes back to it eventually. Ten to fifteen 
per cent patients die of heart failure or pneumonia or from sheer 
exhaustion. 


The patient should be given complete rest in bed, with 
nourishing diet and lot of vitamin B Complex. Table salt should 
be given in large quantities. Deep sleep may be induced by 
sedatives, particularly in the case of agitated patients. 


Korsakoff’s psychosis 

The symptoms associated with Korsakoff's psychosis may 
appear in several other conditions like lead poisoning, cerebral 
arteriosclerosis or chronic alcoholism. They are impairment of 
memory for recent events, emotional instability, delirium and falsi¬ 
fication. The patient may be unable to recognize things, pictures. 
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faces or rooms which he had just seen. He cannot remember what he 
saw a few hours back, but if you ask him a pointed question he will 
make up b\ filling gaps or inventing a story. He may give fancy 
details of what happened though he does not remember anything 
about it. He may have visual and auditory hallucinations. He 
may think he is in his office and start giving orders. His moods 
change, at one time he is irritable and moody and at others 
cheerful and expansive. The physiological symptoms include 
tingling sensation in the extremities, numbing of some areas of the 
skin, inability to raise his hand, his wrists may drop. The 
Korsakoff symptoms last a long time and there may be no improve¬ 
ment for six to eight weeks. In some cases the symptoms may 
become permanent. The best thing to do is to provide very 
nourishing diet and with high doses of vitamin B Complex. Some 
general deterioration in both physical and mental health persists, 
memory may continue to be impaired, intellectual and moral 
standards may remain low. Post-mortem studies of the brain 
have not revealed any organic lesions. 

Acute hallucinosis : In this state the alcoholic hears very 
strange ominous voices at first from one person and later from 
several persons. There is insomnia and acute sensory sensitivity 
and anxiety hallucinations. The patient takes his hallucinations 
very seriously. The voices he hears are very ieproachful, they 
criticize him and bring to light his innermost weaknesses, parti¬ 
cular!) those of sexual nature, and he is terribly afraid of being 
exposed and persecuted. He frequently hears them sharpening 
knives or getting ready their pistols, he hears their footsteps 
approaching to attack him in a threatening manner. He is so 
terrified that he cries for help or proceeds to commit suicide. 

I his condition may last for several days and even weeks. 
Illusions, suggestibility and restlessness are not so marked in acute 
hallucinosis and the patient is usually well-adjusted and conscious. 
Except for his hallucinations he is quite coherent in his speech and 
movements. After recovery he is able to recall events of his 
illness and is very remorseful about them. He is quite conscious 
of what he did during the trouble. 

Twenty to twenty-five per cent of the first admissions to mental 
hospitals of alcoholic origin have acute hallucinosis. Most writers 
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12 to 15 years. 

Treatment rotu.it.ts mainly of hospitalization, good nursing anti 
nourishing diet. 

Chronic alcoholism : Excessive use of alcohol over a period of 
m anv years brings alx>ut certain changes winch are due to the 
toxic effects of alcohol on the brain tissue Chronic alcoholism is 
a combination of general personality deterioration with such toxi 
effects which have accumulated with a long period of drinking he 
symptoms vary but develop gradually The patient is unable to 
concentrate his attention, his memory is impaired and his ju g 
ment is disturbed. He is irritable, brutal, over-suspicious ; he has 
no ambition, no will power., no interest in his personal appearance 
and no responsibility. He will look very amiable and cheerful but 
on closer approach will be found to be abusive and rude. He 
will curse his friends, relatives and colleagues. He is likely to tell 
lies and boast about his good deeds. He will appeal to people to 
give him money for his drinks. He neglects his family, is very 
sensitive about his drinking and will not tolerate anv inter¬ 
ference in his activities. He has no control over his drinking and 
offers all sorts of excuses to justify his drinking habit. Alcohol 
weakens his inhibitions and stimulates his sexual desire, and he is 
guilty of several types of sex deviations to the disgust and shame of 
his family. He becomes coarse in his speech and behaviour. With 
outsiders he is very sweet and courteous but with his own family 
he is bitter, hostile and cruel so that he makes the life of his wife 
and children a veritable hell. He may indulge in exhibition or 
assault. If he works at all. his work is poor ; he is unreliable and 
inefficient and he is most likely to give up or lose his job. It is 
difficult to say what part of his symptoms aie psychogenic and 
what are due to his ingestion of large quantities of liquor. Fre- 
> quently what symptoms chronic alcoholics develop depend on the 
personality traits they had before taking to excessive use of alcohol. 

Some common physical symptoms are reddening of the face 
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and the nose, flat face, flabby muscles, impaired physical strength, 
tremors, cirrhosis of the liver, heart disease, nephritis. 

Interpretation : Before we take up a discussion of some of 
the techniques of treatment it is better to recall some of the main 
contributions psychiatry has made to our understanding of the 
problem of alcoholism. 

Alcoholism is essentially a disorder for psychiatry to handle. 
Religious and moral preaching and advice may help but it is pri¬ 
marily a problem for psychiatry. 

It is no longer held that alcoholism is a matter of weak 
will-power or some weakness by inheritance or birth. 

It is no longer held that alcohol is the sole cause of alcoholic 
psychoses. We know today that alcoholism is merely a symptom 
of some underlying personality maladjustment. 

People drink for a large variety of reasons and the only 
common thing they have is that they drink alcohol. 

In trying to explain alcoholic disorders, therefore, we must 
look into all possible causes and not be deceived by the all too 
prominent fact that they all use alcohol. 

Treatment and prevention : It is very difficult to treat habi¬ 
tual turning to alcohol. When sober the drinker will make all sorts 
of promises and resolutions to stop drinking but when he feels 
restless, depressed and anxious he is unable to resist the temptation 
of passing into a pleasant even though unreal world with the 
help of the bottle. This cvcle goes on till he firmly believes 
that he cannot do without it and it is after all not so bad a thing. 
Elation and uneasiness alternate till addiction is established and 
outside help is considered ncccssarv. 

As has been pointed out above the moralistic approach is quite 
useless. However ashamed and remorseful he may be made to feel 
he returns to the bottle. Rather the greater the shame and remorse 
the more readily he ictuins to his drink at least to drown his 
shame and remorse. Exhortation and preaching do not have any 
elTect. Punishment and convulsive therapy have also proved of no 
use. 
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Today the methods of treating alcoholism have undergone a 
basic change. Drinking is no longer considered the cause but t 
result of a person’s difficulties. The reactions and after-effects o 
heavy and ^olonged drinking may need medical treatment »n the 
tnV of sedatives 8 hot baths, toning up ‘"e systant by wash.ng 
and resting his stomach and giving him nourishing diet. Exen in 
very severe reactions of chronic alcoholism efforts are made t 
improve the physical health of the patient by making up vitamin 
deficiency, and removing organic defect, ,f any. But *feuded 
course of psychotherapy is necessary to strengthen the individual s 
defences against the difficulties and miseries of life. This psycho¬ 
therapy should be undertaken in a hospital so that the patient 
is removed from those stress situations in which he feels the urgent 
necessity of drinking and his physical and mental difficulties are 
well looked after. A change and control of environment will 
reduce the prospect of a relapse into alcoholism. But whatever 
treatment is pursued the patient must be taken off his drink liabit 

completely. 


Methods of psychotherapy may be grouped under three 
heads. In the first group we have the various forms.of surface 
treatment such as suggestion, moral encouragement and persuasion, 
and hypnosis. Some times these techniques produce good results. 
During the hypnotic state the patient is given a suggestion that 
he will not drink, that he will dislike drinking and that he will 
avoid alcohol and often obeys these suggestions on recovering 
from the hypnotic state. But these methods do not have any 
effect on the basic- problems and difficulties of the patient which 
have led to alcohol addiction. 


The second group of therapeutic methods consists of substitute 
emotions. Many rakes have turned a comer after coming in con¬ 
tact with religious and social reformers who gave them a new 
outlet for the expression of their emotions. Religious conversion, 
seeking joy doing social service to the needy and the poor or join¬ 
ing social and political rnissions have deeply affected the personality 
of many alcohol addicts and induced them to seek satisfaction in 
activities other than drinking. A movement called Alcoholics 
Anonymous has gained considerable popularity and its programme 
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and approach is fundamentally different from routine temperance 
societies. It will be discussed in a separate section below. 

The third group of psychotherapeutic methods aims at laying 
bare the basic and root causes of drinking. We have stressed many 
times in this chapter that people take to alcohol because it pro¬ 
vides means of adjustment to urgent and stressful emotional and 
personal problems and difficulties. It is assumed that psycholo¬ 
gical treatment will bring out the real nature of such conflicts 
and difficulties, to strengthen the personality of the patient to 
resolve conflicts and meet difficulties in a realistic manner and 
thus to get rid of them. Once the patient is made to understand 
what the complexion of his conflicts is and how they can best be 
resolved he will not resort to such artificial means of adjustment 
such as the use of alcohol. 

But how to make the patient understand this? It must be 
understood that everybody’s conflicts are not the same and there 
are very large individual differences. Some will need careful and 
detailed interviews, others may have to be given long sessions of 
psychoanalytic treatment. We have already described in detail 
the several techniques of psychological treatment and the psychia¬ 
trist will employ one or more of them. The main general aim is 
to make the alcohol addict understand that his addiction is a very 
ineffective mode of adjustment to his problems and difficulties. 

Punishment : In most countries the alcohol addicts if consi¬ 
dered a public danger and a social risk are fined or sent to jail. But 
such punitive measures are of no avail considering that they do 
not at all touch the addict’s problems and difficulties the real 
cause of alcoholism, and the person on release from jail or after 
paying the fine resumes his drinking. Parents and wives may 
also hold out threats that the drinker would be turned out of the 
family or disinherited if he iouches liquor again. Such threats 
have only temporarv effects and do not touch the basic cause of 
alcoholism. 


Druqs : It is an ancient belief that some drugs can kill the 
craving for alcohol and it lingers even today. A number of patent 
drugs are sold in the market but most of them are quite harmless 
s depe 

concoctions containing a high percentage of alcohol. 



p on sueeestion for their efficacy 
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Before giving psychotherapy the patient has to be taken o 
alcohol completely. To help satisfactory result the patient is 
given what has come to be known the conditioned reflex method ot 
treatment. The ancients used to give some nauseating thing along 
with wine so that the drinker was disgusted with wine and gave it 
up for good. This may also be called the aversion treatment by the 
use of the conditioned reflex. It consists of inducing nausea in 
the patient when he contemplates a drink. It is an abhorrent and 
disgusting procedure. The patient is kept in a plain room and 
ever/ two hours he is given a powerful emetine injection which 
entering the blood stream causes nausea and vomiting. The time 
he takes to experience nausea after taking the injection is noted 
and just before he is expected to develop nausea he is offered his 
favourite wine. As he takes it the nausea starts and he vonlits, 
and again he is offered wine and again he vomits. Two hours later 
the same process is repeated. After some repetitions drinking and 
wine are so strongly associated with nausea and vomiting that the 
very thought or sight of wine produces nausea and may incline him 
to vomit. During the course of this treatment psychotherapy should 
also be given so that the patient’s aversion to liquor may be firmed 
up. Of course, it is always possible for .the patient to overcome 
the conditioned reflex but the method of treatment helps the patient 
who is genuinely interested in getting rid of his addiction. 

The drug tetraethyl thiuram disulphide (T.E.T.D.) when 
given just before drinking liquor produces distressing symptoms on 
taking liquor. It blocks the metabolism of alcohol and the drug 
increases the toxicity of alcohol and instead of feeling the usual 
glow and cheerfulness on taking liquor his face flushes and he 
becomes red, his eyes are distended and become bloodshot, the pulse 
rate increases, there is widespread throbbing and headache ; he 
feels alarmed, breathless ; sweating, nausea and vomiting make him 
very uncomfortable. After these reactions he falls asleep but the 
rigours of his experience remain fresh in his memory when he 
wakes. This drug is also known as disulfiram and the trade name 
is antabuse. Few patients will drink while taking this medicine. 
The knowledge that they cannot do so makes them reject this 
course of treatment and* they say that they would like to follow 
their own method of treatment. 
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Another approach is to use stimulating drugs which practically 
produce the same effects as alcohol, a feeling of general well-being 
so that the use of liquor becomes unnecessary. Benzedrine is one 
such drug and has given encouraging results when used along wit i 

other forms of treatment. 

Alcoholics Anonymous 

This wonderful movement was organized in the United States 
just before the Second World War and has not only increased its 
membership but extended its field of work outside that country. It 
was organized by alcoholics and its principles show an intimate know- 
ledge of the plight of an alcoholic and of the pattern of Ins reactions. 
The group aims at helping other alcoholics to recover, it makes no 
monetary demands on the member and lays down no conditions on 
its membership—the alcoholic becomes a member from the very 
time the idea occurs to him. The Alcoholics Anonymous has no 
affiliations with other groups and offers nothing new but only a 
helpful mixture of old medical and religious principles and advice. 

Once he attends a meeting the alcoholic is caught, and unless 
considerable damage has been done to his brain or he has passed 
the stage of redemption to enter into group activities he continues to 
attend. He meets other men who have either matched or surpassed 
his drinking and in the conversation which takes place there the 
general assumption is that if an alcoholic does not stop drinking he is 
sure to go mad or die. He comes across patients who have got over 
their drinking habit and are happy and look well fed and who just 
smile when he tries to defend or justify his drinking, completing 
his sentences for him when he fumbles. Even if he does not stop 
drinking just then the first meeting has a great impact on him and 
he begins to see that the arguments he used to defend or justify 
drinking are hollow and empty. To lemain dry, the alcoholic is 
advised to follow twelve steps that Alcoholics Anonymous suggests. 
The organization does not insist that they cannot be violated out 
only that they are useful, but most members adopt them so that 
they may share the group life of the organization. The twelve 

steps are as follows : 

1 We admit we were powerless over alcohol that our 
lives had become unmanageable. 
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2 . 

3 . 

4 . 

5 . 

6 . 

7 . 

8 . 

9 . 

10 . 

11 . 


12 . 


Came to believe .hat a power greater than ourselves 
could restore us to sanity. 

Made a decision to turn our will and our lives over to 
the care of God as we understand Hun. 


Made. 


oarrhine and fearful moral inventory of 


ourselves. 

Admitted to God, to ourselves and to another human 
being the exact nature of our wrongs. 

We are entirely ready to have God remove all these 
defects of character. 


Humbly asked Him to remove our shortcomings. 

Made a list of all persons whom we had harmed, and 
became willing to make amends to them all. 


Made direct amends to 
except when to do so 


such people wherever possible, 
would injure them and others. 


Continued to take personal inventory and when we 
were wrong admitted it. 


Sought through prayer and meditation to improve our 
conscious contact with God as we understood Him, 
praying only for knowledge of His will for us and the 

power to carry that out. 

Having had a spiritual awakening as the result of these 
steps we tried to carry this message to other alcoholics 
and to practise these principles in all our affairs. 


Alcoholics Anonymous offers fellowship, sympathy, help and 
a message of hope to alcoholics and invokes the power of God 
to help them overcome their shortcomings. These steps may 
appear strange to worldly people but they have worked better than 
the most scientific treatment. The alcoholic admits that his drink¬ 
ing is out of control and he can do so easily enough because his 
companions share this knowledge. He sees hope in the group, 
feels less anxious and becomes ready to embrace whatever cieed 
is offered to him. Invoking the help of God helps him to overcome 


( 316 ) 


the feeling of guilt and making amends to others adds to his self- 
respect. He also helps others. 

This organization maintains cordial relations with the medical 
profession. Members who are ill are sent to doctors for treatment 
and yet it is formed because doctors have no cure for alcoholism. 

The crux of the problem is that alcoholism is not one problem 
but many problems, and, therefore, there is not one method of 
treatment but many. The success of Alcoholics Anonymous is 
mainly due to the fact that they employ tried methods of psycho¬ 
therapy like catharsis, conversion, massive group support and solid 
friendship. The Alcoholics Anonymous has been highly successful. 


QUESTIONS 

1. Why do people drink? Discuss some of the theories 
regarding the drinking habit. 

2. Distinguish between persons taking alcohol normally 
and alcohol addicts. 

3. Describe the various types of alcoholic psychoses, giving 
their main symptoms. 

4. Describe delirium tremens. What are its main symptoms 
and how can it be best treated? 

Discuss some of the techniques in curing addicts to 
alcohol. 

6. W’hat do you know about Alcoholics Anonymous? 
Discuss their programme and approach. 




CHAPTER 18 


Epilepsy 


Epilepsy is a conventional name for a group of disorders that 
agree in a single symptom only, namely, convulsive seizures, which 
are popularly called fits. Of all mental diseases epilepsy has the 
longest history in medical science. Very long ago it was called 
“the sacred disease” because it was believed to be the result of 
divine visitation. At some point in history it was attributed to 
evil spirits entering the brain. It is also known as seizures or 
the falling disease and there are several theories about its origin. 
Many famous names in history are known to have suffered from 
this disease, for example Julius Caesar, Charles V, Lord Byron, 
Napoleon, and the disease and its symptoms have been vividly 
described in several works of literature. 

Epilepsy is of many types and is marked by a variety of sudden 
and recurring attacks of cerebral origin, by partial or complete 
loss of consciousness, with or without psychomotor disturbances. 
It is a recurring disturbance of consciousness accompanied by con¬ 
vulsive movements and of the autonomic nervous system. An 
epileptic attack varies in severity, it may be a minute disturbance of 
consciousness lasting a few moments or a wild fury. In fifty per cent 
patients the attack is preceded by a sort of warning called the 
aura. It may mean a discomfort in the abdomen or a slight dizzi¬ 
ness. Such a warning lasts only a few seconds and does not give the 
patient time to prepare for it. 


Classification and symptoms 

There are numerous types of epilepsy but the patient may be 
classified as having symptomatic or idiopathic epilepsy. The 
fomier is due to some brain pathology or toxic condition, and the 

whkh a : S H V essen,ial 'P ile P s V 'hose cases 

i^hJritM . “ ^ am defect or “* ic condition but to some 

T ^ Idi °P athi c epilepsy is twice as 

common as the symptomatic epilepsy. 
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For clinical purposes generally four types of epilepsy are 
recognized, viz., the major or the grand mal, the minor or the 
petit mal, the psychic or the psychomotor epilepsy and the 
Jacksonian epilepsy. Each of these forms may occur in either 
symptomatic or idiopathic cases, and the individual may give 
indication of one, two or more types. 1 he Jacksonian type is 
limited to the symptomatic group. We shall also discuss the rela¬ 
tion of epilepsy with hysteria as fits are common to both. Let us 
discuss these four types in detail. 

Major or the grand mal type : Epileptic seizures involve 
spasmodic contraction of the skeletal muscles as their most con¬ 
spicuous features. When the spasms are of the violent types m 
which the whole system of skeletal muscles is involved, we have 
the major or the grand mal epilepsy. It is marked by a very 
dramatic attack, and is the most prevalent type. Its outstanding 
characteristics are los§ of consciousness and muscular convulsions 
of very acute type. There are three phases of the attack : there 
is the initial phase of warning called the aura, the convulsion or 
attack proper and the post convulsive. Before the warning signs 
appear there are quick changes in mood, disturbances in sensory 
functions and muscular tics. Some patients are very morose and 
irritable before the attacks, and some feel very much excited and 
happy before the attack. 

The aura or warning of the coming attack of epilepsy is gener¬ 
ally the same In any given individual so that the patient can know 
beforehand about the attack and may prepare for it. These warn¬ 
ing signs take numerous forms in different individuals. Some of 
the common warning signs are impulsive running, changes in 
temperature, numbness of pain, choking sensation or feeling of 
strangeness. As already pointed out some people feel happy, others 
feel apprehensive and still others may have different emotional 
reactions. Hallucinations are fairly prevalent, usually of the visual 
type. Thus aura is a sensory or affective experience which warns 
him that he is going to have a seizure. If the aura were an 
invariable forerunner of a seizure, patients could be trained to 
protect themselves and even to prevent the seizure. Unfortunately 
not all patients have auras, and those who do cannot depend upon 
their occurrence before all seizines. Protection against dangers 



which seizures may entail can be attained, however, by planning 
at other times. An epileptic driver may plan to draw up beside 
the road when a seizure is beginning and will find himself so 
parked when coming out of a convulsion. It might be supposed 
that an epileptic is in danger of having a seizure when crossing 
the street in traffic, but actually he will delay the seizure until he 

reaches safety. 

The seizure proper comes on suddenly. The patient becomes 
altogether unconscious, he feels as if he were struck with a blow 
and stunned by an unseen hand, and he often falls down like a log 
of wood. His breathing is suspended. All his muscles become rigid, 
his jaws are clenched, his arms are extended and legs are out¬ 
stretched. His posture on fall will depend on the nature and side 
of the fall. The general attack involves the chest, abdomen and 
larynx. He may cry out in pain though later he has no memory of 
it. His face becomes dark, then pale, and he may bite his tongue 
or lose control of it. This is called the tonic stage of the attack. 
The features are often contorted, the eyes may be open or closed 
and he does not react to light. This stage lasts about 30 seconds. 

Then the air starts returning to the lungs and his movements 
become jerky. The rigid tonic stage is now passing into the clonic 
stage. Now his muscles have spasms instead of being rigid, and his 
head strikes the ground, his arms jerk repeatedly outward and his 
legs jerk up and down, his jaws open and close and there are 
bubbles of foam at his mouth. At first the movements are rapid 
but gradually they decrease in frequency. Urine and stools may 
pass out during this phase of the attack. Usually in about one to 
three minutes the convulsive movements slow down, the muscles 
gradually relax, and the patient begins to reach normalcy. Some 
persons recover consciousness immediately after the attack, others 
pass into deep sleep which is of varying duration from a few 
minutes to several hours. 

The post-convulsive phase is of great psychological interest. 
Some regain clear consciousness and become normal, others com¬ 
plain of headaches and general listlessness, but some do not feel 
well. They are confused, bewildered and emotionally upset. When 
they are in this confused state, patients may impulsively engage 
in a number of activities, they may take off their clothes in public. 


take a trip to strange places, steal or destroy things, attack innocent 
people standing by and commit some crime. 

There may be several attacks a day or the interval between 
attacks may be as long as one year. Sometimes the second attack 
may occur before the patient has recovered from the first attack. 
This is called status epilepticus. In some individuals there is an 
attack of major or grand mal and it is followed by minor attacks 
of some other forms of epilepsy. Violent rage reactions occurring 
during the attack are called epileptic furore. 

The interval between seizure to seizure varies with individuals 
and from period to period with the same individual. There may be 
several seizures in one day ; or they may be separated by days, 
weeks or months. The frequency of the seizure has no relation to 
its severity and the same individual may have grand mal and other 
minor epilepsies the same day. Sometimes in the interval between 
seizures the patient is normal, healthy and fit unless by brooding 
over his handicap or over the treatment he receives, he becomes 
neurotic. What is called an epileptic personality is a neurotic 
condition produced by the patient worrying about his trouble, 
by the shame he expeiiences in his social relations due to the 
seizure or by too much pampering attention he gets from his 
family. Patients of epilepsy who ate admitted to hospitals fre¬ 
quently degeneiate for these reasons. 

Patients suffering from grand mal epilepsy frequently injure 
themselves by biting their tongues and burning or cutting them¬ 
selves. If the patient is climbing stairs or lighting a fire he 
may injure himself severely. 

Following a seizure of the grand mal type, and sometimes even 
after a seizure of the small petit mal type, the patient usually 
has retrograde amnesia for all that occurred during the attack. 
He does not remember anything about the events during the attack. 
This has led many people to think that during the attack the 
patient becomes unconscious but tests made on patients during the 
seizure have shown that they arc conscious, though the field of 
attention is very much limited and his consciousness is very much 
confused. 


Petit trial 

These arc minor attacks of epilepsy during which there is 
a temporary loss of consciousness that may range from a few 
seconds to minutes. It means “small illness”. It would be more 
accurate to speak of diminution of consciousness rather than its 
loss. The patient stops doing the work in which he was engaged, 
looks vacantly in empty space or toward the floor may be described 
as being absent from the job for that period of time, and 
then resumes his work. He may drop but generally lie keeps his 
posture intact. If he was working with any tool, it may drop from 
his hand. Sometimes the seizure may be so short that the person 
is not even aware of it. Walking along he may suddenly stop in 
the middle of the road not knowing what has happened to him and 
the attack may be over before he is aware of it. His face glows 
pale and his looks are vacant. For months he may not suspect 
that he is having seizures. Sometimes these small seizures grow 
into severe attacks but this is not always the case. The best 
thing to do about a minor seizure is to ignore it completely, 
pay less attention to a small seizure, perhaps as much as you 
would give to a fit of coughing. When he recovers the people need 
not look at him with horror or give him too much attention. Even 
if it is discussed it should not be allowed to appear as if some¬ 
thing very serious has happened. Such an attitude is most essential 
if the patient is to be helped. 

Psychomotor or psychic type. 

The principal feature of this type of seizure is psychic dis¬ 
turbance and this varies from one person to another. The symptoms 
are similar to those already described. There is loss of conscious¬ 
ness, but the activity in which he is engaged continues and the 
patient appears to be conscious. His movements, however, lose 
conscious direction and indicate how absent-minded the person 
has become. There are emotional outbursts and his actions are 
anti-social. Attacks may last a few seconds or they may continue 
for several days. If a person is typing he may go on typing the 
same line or if he is adding he may go on with the same column 
of figures. He may make many mistakes in his work. Mentally 
he is confused. There may be outbursts of rage or he may start 
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running like a mad man with no sense of direction or purpose. 
He may start throwing things out of his office or upset the 
dinner table. Occasionally in this type of epilepsy the patient 
may try to injure or kill himself or others. And later he has no 
memory of what he did during the seizure. 

Psychic epilepsy is generally found in adults and males. Its 
reason is not known, but the number of patients with homicidal or 
suicidal reactions is very small. 

Jacksonian epilepsy 

This type of epileptic seizure was first described by the 
neurologist Hughlings Jackson. It is a form of major or grand 
, na l epilepsy. The convulsions are restricted to certain groups 
of muscles and start in one region of the body. One muscle 
twitches and there is numbness, tingling or burning in that region. 
There is no loss of consciousness and the patient is quite aware 
of the seizure and its progress. He is just a passive spectator 
of what is happening to him and he cannot do anything to help 
his condition. Gradually the spasms or convulsions spread to 
other parts of the body, particularly to that side which was origin¬ 
ally affected. When this seizure spreads the patient loses con¬ 
sciousness. In most cases seizures end in generalized convulsions. 

It is believed that in these seizures the attack originates 
in the brain centres associated with parts or muscles in which 
convulsions began or the first symptoms appeared. This means 
that in this type of epilepsy brain disturbance is involved. It 
is possible to remove the affected areas of the brain by surgery 
and thus restore the patient to health. 

Deterioration in epilepsy 

After many years of disease a patient of epilepsy, even 
though treatment is continued, may deteriorate in mind and per¬ 
sonality. This deterioration is progressive and psychotic re¬ 
actions develop. It is held that such psychotic symptoms arc the 
result of individual’s own reactions to his disease. There is nothing 
inherent in epilepsy as such which may be considered responsible 
for such mental deterioration. In a study of epileptics who were 
admitted to a mental hospital it was found that only a very 
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few developed psychotic reactions. In such deterioration, memory 
is impaired and judgment is affected. Patients become extremely 
irritable and depressed with the passage of time and it is feared 
that they may injure themselves or injure people about them. 
They become extremely belligerent and may quarrel with other 
patients. And despite medical treatment their course is downhill. 

Epilepsy ond hystnui 

Both arc marked by fits and may be confused. At one 
time hystciical fits resembled symptoms of grand mal type of 
epilepsy. Mass hysterical symptoms of the acute form have also 
been witnessed, it has been found that severe fits resembling 
those of epilepsy are the lcsult of strong suggestion. But in 
hysteria the individual may cry, kick, ioil about on the ground, 
pull his hair, beat his breast or bite and strike people standing 
by. These symptoms he takes on but he is careful not to injure 
himself unduly. His crying and laughing may be abnormal but 
he is quite conscious of himself and his activities, and there is a 
method in his madness and purpose in his fits. Most often these 
hystcricals help him to defend himself or protect himself from 
certain stress situations which he normally cannot face. Epileptic 
fits arc not purposive. Epileptic fits may occur at any hour 
of day or‘night, even when the person is asleep, but hysterical 
fits never occur in sleep. In epileptic seizures the eyes do not 
work and the patient takes no notice of light, and other bodily 
reflexes are disturbed, and in hysteria the eyes may be tightly- 
closed but pupils dilate and the vision is quite normal. 

In epilepsy the spasms leave the patient confused and be¬ 
wildered, and he may pass into a stage of stupor, while in 
hysteria the patient feels fresh and relaxed after the fits. 

1 he face of an epileptic during the seizure becomes pale or 
blue while the hysteria patient retains his normal colour. Hysteri¬ 
cal fits generally follow an emotional disturbance, thwart¬ 
ing experience or some difficulties which he considers insur¬ 
mountable, they are generally brought about in the presence 
of others and their onset is gradual. In fact unless some¬ 
body is looking hysterical fits do not occur and their duration 
varies with how people around react to it. Hysterical fits may 


continue for hours. On the other hand epileptic fits come on 
all of a sudden and irrespective of the fact that anybody is looking 
or not. They may come at any time, even during sleep. Epileptic 
(its last only a few minutes, two or three minutes in fact, but fits 
of hysteria may last for hours. Hysterical fits depend mostly 
on psychological factors but in epilepsy the cause is biological or 

toxic. 

Epilepsy and brain-waves 

One very specialized medical technique is used and referred 
to in the diagnosis of epilepsy. It is EEG, that is, electroencephalo¬ 
grams. The metabolic activities of the brain are accompanied by 
minute electrical charges or brain-waves and they are recorded 
by this technique. Some decades back, a great English neurologist 
Hughlings Jackson said that epilepsy denotes “occasional, sudden, 
excessive, rapid and local discharges of gray matter’, and later 
investigations and development of techniques for recording minute 
electrical discharges from the brain tissue have practically con¬ 
firmed Jackson’s idea. A person sits or reclines on a sofa or 
bed so that his head does not shift position. Then electrodes 
are placed at different areas of the brain and tiny electrical 
currents are recorded on a moving paper. These brain-waves 
arc referred to as occipital EEG, frontal EEG and so on. It 
has been definitely established that such brain-waves of an epileptic 
patient differ greatly in amplitude and frequency from those of 
a normal person. Normal persons have a fairly constant brain 
rhythm but the rhythms of epileptic patients are abnormally large 
and during the seizure these differences of rhythm are still more 

marked. 

Incidence : On the basis of investigations carried on in the 
United States and Europe about four out of every 1,000 persons 
are epileptics. Of the new admissions to mental hospitals in 
the United States just two per cent are patients of epilepsy. It 
is estimated that only 10 per cent of the total number of people 
suffering from epilepsy are in hospitals. A good many patients 
of epilepsy are able to carry on their normal work and, therefore, 
the need of admitting them to mental hospitals arises only in 
the case of very severe cases. It has already been mentioned in 
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the beginning of this chapter that many great names in history 
were epileptics. It is only when there is great mental deterioration 
or the attacks are so severe that make the patient utterly incapable 
of any useful activity that patients are sent to hospitals. 

No age is free from the seizures but they generally occur 
during early childhood and adolescence. Both sexes are involved 
but the individual differences in the duration and severity of the 
attacks are very large. Some have only*a few attacks in their 
whole life, others have them fairly regularly. 

Causal factors in epilepsy 

What factors biological and psychological predispose an 
individual to epilepsy? Numerous theories have been put forward 
regarding its causation and due to detailed investigations by 
numerous workers our ideas about the origin and rise of epilepsy 
have undergone considerable change. We may consider factors 
under two heads : biological and psychological. 

Biological factors : Detailed studies of the family history of 
patients of epilepsy and of twins indicate that epilepsy is an 
inherited disease. Mostly only those are afflicted with epilepsy 
whose parents and ancestors suffered from this disease. Those 
patients who were admitted to hospitals were closely studied in 
their ancestory and it was revealed that they had epilepsy in their 
family. Studies of twins have shown that if one of a pair suffered 
from epilepsy the other too had seizures. Epileptic patients have 
epileptic parents, brothers and sisters. 

That epilepsy is due to some underlying organic brain condi¬ 
tion is shown by the fact that distinctive brain-waves of patholo¬ 
gical nature have been identified not only for epilepsy in general 
but also for its four types. But why these brain-waves are dis¬ 
tinctive of epilepsy or what is their basis is not known. May be 
it is a case of multiple causation. But most of the investigators 
agree that this brain condition is hereditary. Thus family histories 
and electroencephalograms point to inheritance as an important 
factor in the etiology of epilepsy. 

Hysterics often simulate epileptic seizures but the electro¬ 
encephalogram decisively clinches the case. 


# 
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This means that epilepsy has a physical basis. People prone 
to epileptic seizures inherit a nervous system whose functioning is 
defective. It may be intracranial pressure or other physiological 
cause. In grand mal variety of epilepsy organic brain defect is 
definitely indicated. A further proof of the fact that some epilepsy 
is definitely organic in origin is that epileptic seizures can be 
induced by injections of insulin and metrazol. Therefore, epilepsy 
remains primarily a neurological problem. 

But the fact that hereditary factors are indicated in 60 to 80 per 
cent cases only inclines us to the view that some environmental 
factors may be precipitating the disease. Perhaps we would be 
more correct when we hold that individuals do not inherit seizures 
but only a disposition to them and it is the precipitating factors 
in the environment which complete the picture in making actual 
what was potential. In a family the first born is more prone to 
have seizures because he experiences greater shocks at birth. Such 
shocks as the baby receives at the time of delivery or when there 
are twins, and head injuries which he may sustain m later life 

may be responsible for seizures. 

This raises the question of how far head injuries alone are 
sufficient to induce seizures. If it were so soldiers and other people 
receiving head injuries should develop epilepsy, but records show 
that a very small percentage of such soldiers develop epilepsy. 

In one study an attempt has been made to show the relation 
of epileptic seizures to the effects of infection of such diseases as 
measles, meningitis, encephalitis or whooping cough. Kidney 
trouble or defective functioning of the endocrine system may also 
be responsible for seizures. 

We have enumerated a number of biological factors which 
predispose an individual to epileptic seizures but their precise rela¬ 
tion to the disease is obscured by a number of overlapping factors 
which is very natural. 

Psychological factors : Psychological interpretation of epileptic 
seizures has been a subject of considerable speculation among 
psychologists. It is believed that in the case of essential or idio¬ 
pathic epilepsy the psychological factors are of greater importance. 
Modem psychiatrists are veering round to the view that to 
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attribute epilepsy to heredity is to condemn it for all times to 
come as incurable and as preventing marriage and reproduction. 
It is probable that epileptic convulsions are another mechanism to 
reduce tension and diminish stress. The explosive discharge of the 
brain centres is associated with discharge of emotional tensions. 
In the epileptic seizures strongly dammed up emotions find an 
outlet. Such emotions are often highly aggressive and self¬ 
destructive and they may to some extent account for the destructive 
aspects of convulsions. 

Some psychologists consider psychomotor epilepsy as a 
psychic equivalent of epileptic convulsions. They are tension- 
reducing activities even though they lead to abnormal behaviour. 
Mental conflicts and frustrations are known to predispose an 
individual to epilepsy. One proof of this truth is that epileptic 
convulsions can be induced in hypnotic state. Of course, some 
constitutional trend favouring epilepsy must be present already and 
frustration and conflict only help to aggravate it into an epileptic 
seizure. 

Are there any specific personality traits which favour epileptic 
seizures? Studies made so far have not revealed any personality 
traits which may be associated with epileptic abnormal behaviour. 

Treatment : When the epileptic seizure comes on little can be 
done to check or to help the patient. The short petit mat 
seizure is so short that it need not be attended to. When the 
major grand mal seizure comes on it is necessary to protect 
the patient from doing any injury to himself. A pillow may be 
inserted under his head so that he does not strike it against 
the hard ground ; a handkerchief need be stuffed into his 
mouth so that he does not bite his tongue which epileptics gener¬ 
ally do. But this may not be always possible, particularly when 
the jaws are closed fast. The epileptic seizures are verv 
frightful to watch but they are seldom fatal. What injuries 
the patient has are due to his fall or striking against some 
hard object. Medical men usually prescribe sedatives to calm 
down the epileptic but the effect is not favourable. When 
seizures are very frequent or very severe the best thing in the 
interest of both the patient and the family is that he should 
be lodged in a hospital. Unfortunately hospital facilities for 
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patients of epilepsy in India are very meagre. Care should he 
taken that they do not move about alone or drive a car by them¬ 
selves so that if and when the seizure comes on there is somebody 
to help them. 


To begin with the patient should be given a very thorough 
medical examination so that if there is any organic defect it 
may be treated. if epilepsy is of the idiopathic type, every 
effort should be made to treat him in a normal way without 
making any suggestion about his illness, both the family and 
the patient should try to forget that he is suffering from epilepsy 
and should encourage him to undertake tasks of responsibility 
Whatever risks are involved are less than the risk of making 
him develop neurotic troubles about his illness. Given competent 
advice as to how to conduct and protect himself when the 
seizure comes on the patient is likely to acquit himself very 
creditably in whatever task is given him within the range of 
his capacity. An epileptic is generally well prepared for emer¬ 
gencies and will do as well as others in any task. Some people 
are keen that an epileptic should not he allowed to drive a car 
but such drivers are more careful than others and if well-guided 
usually park their cars on one side of the road when the attack 

comes on. 


Usually parents withdraw epileptic students from the school 
or the college fearing that they may come to harm aU of a 
sudden when the seizure comes on, but such a step is very bad 
tor the patient. Giving up responsibility is a serious step down¬ 
ward. People around, students and teachers, should be taught to 
adopt a very casual attitude to the epileptic student so that 
he has no psychological difficulty in his work and his environ¬ 
ment. There is remedy for idiopathic epilepsy but we can give 
the. patient a fighting chance by making his environments as 
favourable as possible. 


The treatment of grand mal epilepsy with the help of drugs has 
paved the wav for search for better medicines. Karlv in the 
present century phenobarbital was used with some success. Later 
dilantin was discovered. The use of this drug reduces both the 
severity and number of seizures in nearly 30 per cent of the 
Recently many new drugs have come into being, parti- 


cases. 



cularly useful I«s been mesantoin. But these drugs have no effe< 
in petit mat epilepsy. For this type the drug tnd.one has bee., 
found very effective. One-third of the cases found rehet and 
in the other two-thirds the seizures were less severe. 

The patient should he made as comfortable as possible and 
given a very nourishing diet in which there is no starch but is 
rich in fat. His life should be carefully regulated so that he 
has enough to do, plenty of rest and meals at regular hours. lbs 
work should he light and interesting. Some people believe that lie 
should he given as little water as possible. Others advocate 
electro-shock treatment. All these have their advantages. 

For psychological aspects psychotherapy is likely to he useful. 
It is recommended that psychological treatment should go side by 
side with other forms of treatment. It will help to build up in 
patients strong defence against the seizures. We have not only to 
treat the ailment but also the patient, his personality and mental 
make-up. An epileptic is usually a very morose, depressed and 
ir ritable person. He is very sensitive and indifferent to people and 
things around him. These trails of personality are not the cause 
hut the effect of epilepsy. His lot is a difficult one. He is 
unable to participate in group life as much as he would like, 
others shun and avoid him. He is rejected at one time and 
pampered at another. With nothing to do and with ever-present 
fear of the seizure he is bound to react unfavourably to his life and 
situation. The most important and foremost thing to do is to make 
him accept his lot and admit his ailment frankly. Attempts to 
hide and conceal his trouble will only add to his difficulties. As 
has been stressed alrovc people around him at home or outside should 
not bring up the subject of his illness in talking to him and should 
treat him casually as they treat normal people. If the patient 
leads a normal life engaging in normal activities anti assuming 
responsibility for tasks which are well within his range, if he is 
encouraged and helped to accomplish things, and if people do 
not shun him, he will retain his normal approach to things and 
people and develop happy adjustments to his world. In some 
countries special workshops have been started for epileptics and 
there they get experience of accomplishment and success and 
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acquire seif-esteem. 1 his is very conducive to the mental health 
of a person. 

Intelligence tests have revealed that the IQ of epileptic 
persons is generally lower by 10 to 15 points than the average. 
In general patients of idiopathic epilepsy are brighter than those 
of symptomatic epilepsy. I here are several reasons for it. Con¬ 
vulsions are after all a disturbance of the cerebral cortex and 
such disturbances are sure to interfere with the intellectual develop¬ 
ment of the individual. Secondlv, epilepsy has a deteriorating 
effect on mind including intelligence. I hirdly, this retardation 
in intellectual activity mav also be due to lack of opportunities 
for regular education. If convulsions start in early childhooc. 
schooling is definitelv interfered with and development of intellect 
is retarded. Persons with a history of seizures show greater 
retardation. If and when these seizures grow less severe and 
decrease in number the individual shows improvement in IQ. 

A good many epileptic patients are mentally deficient. 1 he 
percentage of mental deficiency among epileptics is higher than 
that of general population. This percentage is highest among 

idiots. 

Mention has already been made of how personality 
deteriorates in all aspects with prolonged duration of the disease. 
The epileptic lives and moves in a small world of things and 
persons. He loses interest in people around him, in his personal 
appearance and welfare, and in events which take place in his 
environment. He has no initiative, no enthusiasm ; he does not 
think and he feels very indifferent ; and his health is very weak 
and his movements are slow. He wears a pale and vacant look. 
The importance of psychotherapy and nourishing diet and careful 
nursing, therefore, cannot be over-rated. 

Education of the epileptic 

If the seizures are frequent and very severe, and if the IQ 
is low there is hardly any question of sending the child to regular 
school. In severe cases consciousness is confused and the patient 
may have anti-social trends. So he cannot profit by school instruc¬ 
tion nor participate in the group life of the school. .But those 
cases in which seizures are less severe and frequent may be taught 


at home or in special schools or classes. Milder cases may be sent 
to school but both the teacher and students should be well- 
informed about the illness of the child so that they may help him if 
necessary. They should also be advised to have a casual attitude 
toward the epileptic child so that he is not made to suffer any 
ridicule or humiliation nor is made to feel too self-conscious 
al>out his trouble. 

Should epileptics worry? 

In India everybody marries and many parents by hook or 
crook get their epileptic children married. Often the future 
wife or husband is not told about the illness of his or her partner. 
Trouble follows. Then it is the religious duty of every married 
person to beget children, a son is very much coveted. Educated 
parents may feel that they would be passing on their trouble to 
children but uneducated parents have no such pangs of conscience. 
And the chances of adding to the affliction of the next generation 
are greater. Some sort of a medical fitness certificate is necessary 
before permitting young people to enter matrimony. 


QUESTIONS 

1. Give a general description of a person afflicted with 
epilepsy. 

2. What are the symptoms of epilepsy? Describe some of 
its important types and their symptoms. 

3. What are the main causes of the origin of epilepsy? 
Discuss the role of heredity and environment in 
epilepsy. 

4. What would you do if you had a member of your family 
suffering from epilepsy? 

5. Describe some of the important techniques of treatment 
in epilepsy. 

6. What do you understand by Grand Mai, Petit Mai, 

Psychic equivalents, Jacksonian epilepsy and brain¬ 
waves? 


CHAPTER 19 


Mental Deficiency 


Mental deficiency or feeble-mindedness means marked limita¬ 
tion of intelligence, due to retarded development, which results in 
social and economic incompetence. Whatever the culture and what¬ 
ever the stratum of society a mentally deficient person is not 
able to manage his own affairs, to solve his own problems, to 
earn a living; to benefit by school teaching or to enter into 
healthy mature relations with other members of society. He has 
little coinmonsense, prudence or insight into ordinary affairs o 
life His intellectual growth and development is retarded and he 
is not able to conduct himself as normal individuals do bo m 
this sense a mentally deficient or feeble-minded person is abnormal. 

Mental deficiency should not be confused with mental detenora- 
,ion or mental disease. It certainlv is no. insanity A mentally 
deficient individual lias less capacity or ability. Ins defec i 
in mental or intellectual equipment. He does no. have the same 
decree of ability as other normal individuals possess. In mental 
deterioration there is loss of efficient or ability due to some 
injury, disease nr poison. The individual had the ability hut he 
has lost it, hut a met,tally defective person never possessed it. 

Mental deficiency cannot he detected from outward appear¬ 
ance ft is onlv when persons are engaged in a task which elia - 
leges their intelligence and it. which they are called upon to solve 
a problem or to learn new things that intellectual shortcomings 

me icvealftd. 

Mental deficiency or feebleminded,.ess is also known as amenlm 
nr oligophrenia. 

Diagnosis of mental deficiency 

As a result of the remarkable growth and development of the 
mental testing movement in our own century we ate able not 
only ,o distinguish the feeble-minded or mentally deficient children 
from others hut also to measure the degree and level of such 
feeble-mindedness. Ihnet and Simon developed the first scale of 


( 333 ) 




intelligence tests ami later Tennan, Hollingworth and Goddard 
perfected further the tools of intelligence testing. On the basis of 
these tests each individual is found to have an Intelligence Quotient 
or I.Q. which is a measure of brightness obtained by dividing the 
mental age of that individual by his chronological age. The 1 Q 
indicates the rate of his growth. If tests indicate that his mental 
age is 8 while his chronological age is 9, his growth is less. If 
his age is 7 liis growth is fastei. Two children having a mental 
age of 8, one whose actual age is 7 is brighter and one whose 
actual age is 9 is slower. A child whose mental age and actual age 
is the same is normal and his I.Q. would be 100. 'I hose whose 
I.Q. is above 100 are of superior intelligence and those whose I.Q. 
is below 100 are of inferior intelligence. 

Tennan found that intelligence of the American population 
was roughly distributed as follows. 

I.Q. Class Approximate percentage of 

population 


150 and above 

Near genius 

.2 

130 

149 

Very superior 

3.0 

115 

129 

Superior 

140 

85 

114 

Normal 

66.0 

70 

84 

Dull 

14.0 

50 

69 

Moron 


20 

49 

Imbecile Defective 

3.0 

Below 20 

Idiot 



Of course no hard and fast line can be drawn between these 
classes. No real difference can be noted between I.Q.s 114 and 115 
or those having 69 and 70. Psychologists are today agreed about 
three grades of mental deficiencies, moron, imbecile and idiots. 

But what arc the marks of a mental defective? For one thing 
his I.Q. is below 70, but how docs his I.Q. affect his behaviour? 
The answer to this question will depend on what view we take of 
intelligence. Intelligence today is considered a complex inherited 
ability by which a person learns new things, acquires useful know¬ 
ledge and skills, makes effective and efficient adjustments to 
his environment, adapts himself to the changing conditions in his 
environment, profits from his past experience, engages in abstract 


am] ton>tiu' tive thinking, uses critical judgment, reviews his 
mistakes and emus to understand them and avoid them in future, 
and has a teasonahle insight as to how his problems, difficulties 
and life situations ate going to turn out in future. An intelligent 
person's hehavioui is marked by all these attributes. He learns 
cusil\ and quickly, he has clear impressions and sizes up situa¬ 
tions dearly, his understanding assimilates and retains better, he 
manipulates ideas actively and with a definite purpose, lie is 
sensitive and responsive to minute details and differences in the 
conditions aiound him. He is open-minded and tries out one idea 
aftc. another lie is able to judge whether he has succeeded in 
the task assigned to him. He has self-confidence and criticizes 
his own performance. His motives, wishes and purposes aie strong. 
Now a mentally deficient person does not have all this. He is 
slow to learn and what he learns is not effective. His understanding, 
thinking, retention, and judgment arc poor. All those who have 
had feeble-minded children in their class and home know how 
difficult and tedious it is to make then, learn and acquire any¬ 
thing. The kev to learning is the ability to retain and this is not so 

high in the feeble-minded. 

\Ve have described bow intelligent quotients rise and fall. 
Tim means that the difference between the different classes men¬ 
tioned is one of degree rather than kind. The superior have more 
intelligence than the average and the inferior or feeble-minded 
have less intelligence than the average. Thus the absence of 


intelligence n relative rather than absolute. 

IT out the above table readers must have known how intelli- 
gcn«c is distributed in the general population. '1 he average is in a 
vast majoiitv showing that (hid must have loved the common 
individual because he made so many of them, and the number of 
Slipm( „ poisons i> man bed by the number of inferior persons. 
Women have not produced many geniuses not have they 


bmdened society with many mentally deficient. 


Not only aie the mentally deficient people less intelligent, they 
a!t . a | so not "socially adequate. They cannot look after themselves 
* so N *ell. they cannot manage their own affairs, and they cannot 
suppo, i themselves. They require extra help from others for these 
pm poses. Tlicv have to be fed and dressed, carefully protected 
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ftum danecr, accidents and pitfalls, tl.cir games have to be supet- 
vi.ed Their lesel is much lower than their age n. almost esets 
aspect of life. That is why they are always imbued to nnx w.tli 
people much younger than themselves. When they glow up they 
arc dependent on others. Their self-control is low. 

Their drives and motives aie not strong, and they do not |»n- 
ci s t in what thev undertake. Their feelings and emotions a.c 
simple and primitive. They may feci anger, joy and fear hut tl.es 
have no feelings of honour, duly or decency. I hey have no line, 
feelings and as such they have no charm, subtlety or even mean¬ 
ness in their personality. 

The feeble-minded arc slow to develop even physically. 1 hey 
learn to walk and talk much later than average children. Their 
motor efficiency is not of high order, their gait is not very regular, 
and tl.cir speech is also often defective. Their sensory disernmm- 
nation is less acute and defects of seeing and hearing arc common 
at all levels. Their physical appearance also may not be attractive 
and they usually have anatomical defects. 


Muiutis, imbeciles, and idiols 

Wc have already seen that mental deficiency has grades and 
among mental defectives morons arc the highest in I.Q. 1 he 
term “moron” was coined by the American psychologist Goddard 
to specify the highest level of mental defect, ranging in I.Q. from 
50 to 70. An adult moron has a mental age of 8 to 10 or 11 years. 
The men can be taught to do many kinds of farm work, carpen¬ 
try, chair-caning, work of a janitor and even mechanical jobs like 
operating a lathe. Women morons can be taught to knit, cook, 
wait on tables, do fancy laundry and work on a washing machine. 
Hut morons have to be guided and supervised ; they are at a loss 
when anything goes wrong* They get along best when working 
on a farm or living in a small town, where they are known to 
everybody^ and where allowances are made for their dullness and 
consequent shortcomings. In large cities life is difficult for morons, 
some of them drift into thievery-, prostitution and other petty 
crimes. 

If carefully handled morons can be taught to read and write 
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and do simple arithmetic. Their scholastic achievements seldom go 
higher than fourth class. They can learn to support themselves. 
But even self-supporting morons are incapable of making suit¬ 
able social adjustments, if they are not guided and supervised 
thcv may spend quite foolishly what they earn They are incapable 
of looking ahead and planning for the future. 

Imbeciles lie in between the morons and the idiots. 1 heir I.Q. 
ranges between 25 and 50 and an adult imbecile has a mental age 
equivalent to that of a child between 4 and 7 years. They can 
learn how to look after themselves for very simple needs like 
dressing, washing and feeding themselves. They can do many kinds 
of routine work, such as washing floors, digging holes, weeding, 
dish-washing, simple sewing and laundry work. What they will do 
has to be planned by others and their work lias to be supervised at 
every step. Even the brightest of imbeciles when most carefully 
taught will seldom reach beyond the first primary class. They 
seldom loam to read. They are incapable of earning a living. 


Idiots aic the worst-off group and their lot is pretty hopeless. 
Having an I.Q. below 25 and mental age of 3 years or le>s, they 
have to he treated like infants. They have to be carefully looked 
alter and require help to eat, dress, wash, and must be protected 
against common physical dangers. After long training some idiots 
ran he taught to dress and undress themselves But they never 
learn to speak and understand more than a very few words. 
Sensory handicaps and motor defects aic common in this group, 
and their physical resistance to disease is very low. They have 
many physiological anamolies and readily fall a prey to disease. 

Both idiots and imbeciles need to be kept in special institu¬ 
tions but in India one may ask where arc they? 


Mental defectives constitute only 3 per cent of the general 
population. Out of every 100 mentally deficient persons 75 arc 
morons, 19 arc imbeciles and 6 are idiots. Percentages of these 
classes for admissions to hospitals in the United States are different, 
j.'or eveiy 100 feeble-minded persons admitted 15 are idiots, 30 
are imbeciles, 45 are morons and the rest are unidentified. 


Idiots savants 

Once in a while a mentally deficient person gives evidence 


of possessing exceptional talents or skill in some special line and 
they are caUed “idiots savants’. Such a description is mistaken 
for they are imbeciles and not idiots and they are savants only b> 
courtesy. Their special skill is generally in the field of memory, 
mathematics or mechanical ability. Such a skill may be of no 
practical value. This condition is very rare and the cases leported 
arc not very many It may be partly due to the fact that ou. 
field of observation too has bceii limited. 


In institutions meant for mentally deficient persons one or two 
are found now and then who are very good in drawing, music or 
have good memory for finding out days of dotes in different months 
of any vear. The latter performance is rather dramatic and 
attempts 'have been made to find out the process by which such 
days were found or calculated. The mentally defective person 
could not give any clear reply. His performance applied to future 
dates also. A. F. Tredgold a well-known British authority on 
fceble-mindcdness records the case of the “Genius of Earlswood 
Asylum”. The peison was an inmate of the Earlswood Asylum 
from 1850 to 1916, Pullen by name. Pullen astonished the autho¬ 
rities by producing remarkable crayon drawings, carving expertly 
on ivory and wood and constructing ship models so intricate and 
detailed that they arc still displayed in the two large work-rooms 
placed at the disposal of the asylum. His proudest accomplish¬ 
ment was ten-foot model steamship that took more than three 
years to complete. It is equipped with brass anchors, screws, 
pulley blocks, copper paddles, 5,585 copper rivets, and 13 complete 
life-boats. It also contains nearly a million and a quarter wooden 


pins fixing the planks to the ribs. Pullen made these with a 
special instrument of his own designing. The cabins were decorated 
and furnished with chairs, tables, beds and bunks. 


But in other abilities Pullen was deficient. Until the age of 7 
he could not speak and then for a long time uttered only the word 
“imivver”. He learned to dress and wash himself and eventually 
to write the names of simple objects, but this was all he could do 
He was deaf, but behaved well at the asylum and if left alone 
would keep himself busy. A crisis came into his life when he fell 
in love and determined to marry the lady against all arguments. 
But the committee to detract his attention presented him with the 

22 


gold braided uniform .suggesting that if he gave up the idea of 
marriage lie would be made an admiral of the navy. Pullen fell 
w jth the plan and never again mentioned marriage. He died at 
the age of 81 having worn the uniform on several occasions. 

Iiedgold observes that Pullen was emotionally childish, un¬ 
stable and unbalanced but he had good observation, attention 
and memory. The special talents of the so-called idiots savants 
is a mystery and nothing is known about their etiology. 

Classification : Mental deficiency is of many kinds but the 
classifications proposed by Tredgold and Lewis are very significant 
and we may consider them in detail. These types aie of indepen¬ 
dent origin and have their distinct symptoms. 

Primary-secondary : In former times it was held that feeble¬ 
mindedness or mental deficiency was simply a matter of heredity. 
Tredgold distinguished two types of amentia or mental deficiency 
and these he called primary and secondary. Primary mental 
deficiency is due to heredity and secondary mental deficiency 
is due to organic brain defect due to some factors 
operating after conception. Theie may be number of mental 
defectives in whom mental deficiency due to heredity and some 
illness or injury is also involved. This means that both primary 
and secondary types of mental deficiency may be present in the 
same individual. It is common that hereditary mental deficiency 
is accompanied by some disturbance of the endocrine glands, 
disease or brain injury. 

In primary mental deficiency there is a history of parents, 
grandparents and siblings being mentally deficient. This type of 
mental deficiency is transmitted through the genes according to 
the laws of inheritance. Some people believe all mental deficiency 
to be of the primary tv pc. others believe it to lie as high as 85 per 
cent, and still others place it at 40 per cent. 

Secondary amentia is in a sense acquired by adverse outside 
factors after conception. At the time of conception the child may 
have perfectly normal brain but he may receive certain injuries 
in the brain before or at the time of birth producing severe 
mental defects. It is estimated that 20 per cent of all mental 
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defectives belong to this category. Some ten per cent owe 
their misfortune to infections which cause lesions in the brain, half 
of that number became defective because of some shock received 
from injury and two to three per cent owe their trouble to defective 
functioning of the endocrine system of glands. 

This classification may appear to be very rational but in actual 
practice it may not be possible to distinguish between the two types, 
whether a particular individual owes his or her mental deficiency 
to heredity or external factors. As has already been stressed there 
may be considerable over-lapping. Nor is it possible to identify 
the exact nature of the external factors. 


All degrees of mental deficiency described above aic found in 
both primary and secondary types of amentia. The important 
thing to remember is that in secondary type of mental deficiency 
there is no family history of this abnormality among parents or 
grandparents. 


According to Lewis mental defectives can be grouped under 
two heads, sub-cultural and pathological. Most mentally deficient 
patients belong to the sub-cultural group They differ from the 
average normal persons only in degree and not in kind, their I.Q. 
is lower and quantitatively they are placed at the lowest end of 
the series of intelligent people, just as short people arc placed in 
relation to tall people at the lowest rung of the ladder. Patholo¬ 
gical group of mentally deficient people do not stand at the lowest 
end. They are qualitatively different fiom the normal people 
and their mental make-up is of a different order altogether. Even 
with regard to physique the pathological group represents a different 
group from the general population. The sub-cultural group will 
be of the same type only shorter and smaller but the pathological 
group will have constitutional and anatomical abnormalities. \s 
m the above classification all degrees of feeblemindedness rnav be 
found in either type but the sub-cultural group represents' the 
brighter section of aments. The sub-cultural group is generally 
found m poorer classes of society whose socio-economic status is 

n,ai, ’ facto' .V ° f ** S eneral P°P»'«i°n. Heredity is the 
def”, urtjury 8 ‘ OUP bUt Pa,h0,0 « iral 'VP- « to organic 
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Causes and predisposing factors 

Feeble-inindedness is a case of multiple causation and most 
of the mentally deficient people aie the result of a number of 
factors working together. Studies of family histories and twins 
reveal that heredity is the main causal factor. A large percentage 
of feeble-minded people come from families which have a history 
of mental deficiency. That one twin should be feeble-minded 
and the other intelligent is very uncommon. Several studies show 
that both twins arc generally found to be mentally deficient. 


Ollier factois include physical injury to the brain, damage of 
the brain tissue due to infection, disturbance of the functioning of 
the endocrine glands system, epilepsy and other physiological dis¬ 
turbances. Theie is a widespread prejudice that alcoholics and 
other chug addicts have feeble-minded children. This is not true. 

1 he intelligence of children is determined by the intelligence o 
parents and not by their habits, but alcoholics or drug addicts 
whose intellectual development was retarded may beget fee Re¬ 
minded children. 


Another widespread belief among Hindus is that consanguinity 

leads to mental deficiency. Not only marriage between/“f^thc 
is forbidden hut it is banned esen between young people of the 
same gu.m or suh-caste. Recently due to spread ofwster, 
education and ideas some marriages between people of the same 
sub-caste have taken place but they are nut approved by soctel . 
Hut what studies have been made indicate that unless the e 
some Pace of fceble-tnindedness in .lie two tnonbes such fears a c 
not well founded. If such traces are p.esen, they w,l be on- 
cen ,rated and the likelihood of children becoming mentally deb- 

t jrnt will be im leaded. 


Socio-economic status may account for some mental deficiency. 
Though aments are found in all sections of society they seen, to be 
in large number in slants and backward classes. It suggest that 
socio-economic status of the family is to some extent response for 
mental deficiency. This is mote true ... the cases of worm. 
Idiots and imbeciles arc found in all sec.tons of soctety and at all 

socio-economic levels. 


Clinical types of mental deficiency 

Most of the clinical types of mental defectives are found to 
belong to the secondary type of amentia. Such deficiencies deve¬ 
lop after fertilization as a result of injury, disease or disturbance 
of the glandular function. Let us describe their types. 

The first is the simple type in which no distinguishing charac¬ 
teristics are present. Such feeble-minded persons look very much 
like the- common normal people. But in a general way they are 
not so attractive, do not have the normal stature and have a num¬ 
ber of physical defects. Studies of their brains reveal no special 
abnormalities. Such simple feeble-mindedness is aggravated by lack 
of education and unfavourable social environment, but its basic- 
cause is heredity. Their parents must have been feeble-minded 
and generally belonged to the class of unskilled labourers. F.vcn 
if their parents were not so defective mentally they must have 
carried the strain of feeble-niindcdness to beget feeble-minded 
children. Mentally deficient children are not alone in any family. 

Mongolism or Mongolian amentia : Individuals belonging to 
this type strongly resemble in physical features the Mongolian race. 
Hence this name is given to them. They represent one of the 
most peculiar growth disorders. Anomalies of physical features are 
found in the skull, the eyes, and the tongue. The skull is small 
and rounded, and front and back of the head are small and flat. 
The eyes are almond-shaped and slanting with the skin of the 
eyelids abnormally thick and the distance between the eyes speci 
ally narrow. The lips are thin, fissured and dry and the 
tongue is usually large and flabby. The nose is flat and short 
with a lower bridge, the hands are stubby and flabby, ears arc of 
unusually large size, the tongue is usually large, the joints are 
loose and the hairs are dry and wiry. The stature ir. short and the 
mongloid usually under-weight. The voice is deep and helps 
the diagnosis. 

The niongloids suffer mostly from respiratory, circulatory 
and gastiointcstinal diseases and they are usually short-lived. 

These children are mostly of the imbecile level of mental 
development and their intelligence quotient ranges from 50 to 20. 
They very rarely reach a mental standard beyond that of the 
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age of a five-year old. But it is possible for them to learn many 
things by imitation particularly the manual tasks. 1 hey are good 
mimics and may do whatever the adults around them do. I he) 
usually get great pleasure in doing and saying what others say 
and do. They are very' tender and affectionate and usually earn 
the goodwill and affection of people around them. They are 
quite lively and bright but whatever the impression their affec¬ 
tionate mimicry may inspire it should not be forgotten that they 
aie sub-normal in mental development and their I.Q. is lower 
than that of morons. Two-thirds of them are imbeciles and the 
rest are idiots. They die voting and few of them live after attain¬ 
ing the age of ten. They are unable to speak and whatever words 

they learn come very' late. 


Mongolism is found in all sections of society irrespective of 
their socio-economic status. They are born to rich and intelligent 
parents as often as they aie born to poor and backward parents, 
and thev are found in all parts of the world and in all races. I hey 
me only 5 pet rent of the total number of mental defectives. This 
h partly due to the fact that they die eailv. 

By tiadition the cause of mongolism was taken to he faulty 
heredity to which weie occasionally added other factors like 
syphilis, vitamin deficiency, parental alcoholism, disturbance 
the glandular function, the use of contraceptives, exhaustion of 
the mother due to a number of picgnancics in quick succession, 
injuries during pregnancy or incomplete development in the womb. 
Recent studies in the United States discount the factor of heredity. 
In one study it is shown that mongolism does not occur mote than 
once in a family and, therefore, heredity is probably not a factor 
If heredity were an important factor moie than one mongloicl 
child would be frequently found. Another view is that mongolism 
is probably due to damage done to germ plasm. It is a germinal 
disorder. A third view is that the mothcrVs condition was patho¬ 
logical in the beginning of pregnancy. One study records that 
mothers of mongloids are considerably older than mother- 
of normal children. Blcyer found that of 2,822 cases examined 
more than 50 per cent mothers were older than 35 when their 
mongloid child was born. But since mongloids are also bom to 
younger mothers it cannot he held to be a very important factor, 



( 343 ) 


i 


7 



and, of course, many older mothers give birth to normal chddrem 
To counteract the argument that mothers exhausted by hequen 
child-bearing give birth to mongloids tt may be ported ou that 
many mothers of mongloid children have later on given birth to 
normal children. Perhaps what disturbances occurred dun g 
pregnancy of the mongloid child did not occur later on. Ifuterme 
disturbances and exhaustion were important factors both twins 
would have been mongloids but it is found that if the twins are 
troth mongloids they are always of the same sex but if they a. 
of different sexes, that is if one of them is male and the othe, 
female, then only one of them is mongloid. This very much sup- 
ports the theory of heredity. 

Microcephaly or Microcephalic amentia : The distinguishing 
feature of this clinical condition is very small circumference of the 
skull, averaging about 17 inches. The microcephalies are called 
“pin heads” and in India too they have funny names in every 
language. The cranium fails to develop to full normal size and 
there is consequent defective development of cerebral cortex. 
Tredgold holds that the shape of the skull is more important in 
the diagnosis of this clinical type than the size of the skull. 
The back of the skull is flat and the skull is cone-shaped and 
the frontal region is pushed back. The chin too shows this reces¬ 
sion. Under the circumstances the brain capacity must be quite 
deficient. The brain of one individual weighed only 170 grams 
against the average weight of 1,374 grams. Besides this charac¬ 
teristic of shape and size of the skull these patients are of very- 
short stature. Very few of them ever attain a height greater than 
five feet. Intellectually microcephalies fall in the group of idiots 
and imbeciles. While.their motor development is good their deve¬ 
lopment in language is extremely poor and their capacity for 
mental work is very- much limited. They are very genial people 
to live with, their embtions are uninhibited, they are very rest¬ 
less and active. Some of them rise to the levels of morons. 


Less than one per cent of the mentally deficient people are 
of this type. 

The exact condition which leads to this disorder is not very 
clearly known. In one study it was revealed that mothers who were 
subjected to X-ray treatment during pregnancy in 25 per cent cases 
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give birth to microcephalies. Another study stresses arrested deve¬ 
lopment in the fourth or fifth month of the fetal period. Tredgold 
holds that the condition is due to defective inheritance and, there¬ 
fore, he. places it among disorder* known as primary amentia. * 
No remedy for this pathological condition has yet been discovered. 

Hydrocephalus or Hydrocephalic amentia : The distinguish¬ 
ing feature of this disorder is extremely large skull. The abnoi- 
mally large skull is the result of over-accumulation of the cerebro¬ 
spinal fluid which may amount to several pints. This accumulation 
is the result of some obstruction in the path of circulation or 
insufficient absorption. Hydrocephalus is the term from the large 
cranium which results, from this over-accumulation of the fluid. 

In some cases the circumference of the skull may be as large as 
30 inches. 

This accumulation of the fluid exerts pressure on the brain 
tissue adjacent to the ventricles and they either become very thin 
or are destioyed resulting in enfeeblement and under-develop¬ 
ment of the brain. It is obvious that there will be degrees of 
hydrocephalus depending on the amount of accumulation of fluid. 

If this accumulation is small there will be less damage and if it is 
too large the patient may die. Most of the cases of hydrocephalus 
belong to the imbecile and moron levels. In cases where the con¬ 
dition is acute so that the patient is of the level of an idiot death 
follows soon. Emotionally the hydrocephalics are usually cheerful, 
affectionate and genial in temper. 

No satisfactory treatment of this disorder is known. Attempts 
have been made to reduce the amount of liquid accumulated by 
draining it through surgical techniques, and'if these techniques are 
tried fairly earlv results are satisfactory. Sometimes tiny valves 
artificially made by surgery allow free drainage of the fluid, but 
the results are not very encouraging. 

Cretinism : A typical cretin has a dwarflike appearance, thick¬ 
set body and short, stubby extremities. When standing, his height 
is a little over three feet. His shortness looks bad because his legs 1 
are slightly bent. He shuffles when he walks and can be easily 
recognbted. His head is large, with abundant black wiry hair ; his 
evelids are thick giving him a sleepy appearance. His skin is dry 
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and thick and hangs in folds. The mouth is half-opened by too 
large a tongue and is made still more ugly by thick lips. There is 
no lustre in his eyes. He has a fiat nose, a flabby body, pro- 
* truding abdomen, and lack of sexual maturity. 

Cretins are an example of mental deficiency resulting from 
endocrine imbalance, the thyroid gland has either failed to develop 
properly or has undergone degeneration or injury, and the person 
suffers from a deficiency of thyroxine secretion. Cretinism is very 
common in those areas of the world where there is no or little 
iodine in drinking water and soil and consequently in the foods 
which grow there. Pregnant mothers do not get enough iodine and 
give birth to children with defective thyroids. Thyroid deficiency 
leads to mental deficiency. In those areas cretinism is found in 
every generation and this gave the impression that it could lie 
hereditary. 

If the condition is recognized early and the extract of thyroid 
glands is given, there is a good prospect for the child to grow 
and develop both physically and mentally in a normal manner. 

^ There are many cases of children restored to normal personality 
level by thyroxine treatment. The success of the treatment depends 
on how early the deficiency is detected and the degree and duration 
of thyroid deficiency. If the treatment is delayed or the deficiency 
is too acute the damage done to the nervous system is beyond treat¬ 
ment. Several public health measures have been taken in large 
towns and in those areas where there is lack of iodine in water 
and soil by asking people to use iodized salt. 

About one per cent of the cases of mental deficiency admitted 
to mental hospitals arc due to cretinism. 

Unclassified mental deficiencies : It must have become clear to 
the readers that these definite types of mental deficiencies account 
for only a small percentage of feeble-minded people and a large 
number of cases of mental deficiency do not belong to any of these 
types. Such cases are described under unclassified mental defici- 
encies. They are due mostly to pre-natal factors and complications 
arising in the course of pregnancy. Such complications are varied 
and numerous and retard growth and impair mental functions, for 
example disturbances and complications arising in premature 
delivery and infectious diseases which affect the placenta or are 


( 346 ) 


transmitted through it to the fetus. Typhoid fever, scarlet fever, 
pneumonia, measles, malaria and syphilis may affect the fetus 
during pregnancy. Of these syphilis contributes the largest number 
of mentally deficient children. 


Congenital syphilis accounts for some cases of mental defici¬ 
ency. Children of mothers suffering from syphilis are sometimes 
infected with the disease while still in the uterus. “Some of them 
are bom dead and some are victims of abortion. Those who 
survive may be normal or suffer from mental deficiency. It is 
estimated that 5 per cent of mental deficiency is due to inborn 
syphilis. Most of these mental defectives are either idiots or 
imbeciles. Such victims frequently suffer from some physical 
handicap like paralysis of limbs, epilepsy, blindness or deafness 
along with muteness. Even those infected children who show 
normal mental growth later on develop paresis. There is no 
satisfactory treatment and no hope of recovery. 


Amauratic family idiocy is a rare form of mental deficiency. 
Hardly 1 out of 500 of the mental defectives admitted to mental 
hospitals are found suffering from it. It is also known as Tay 
Sack’s disease. This disorder is mostly neurological marked by 
increasing degeneration of the brain leading to blindness, wasting 
of limbs and growing deficiency of intellectual functioning. Its 
cause is heredity and is transmitted through defective genes. This 
disease is very common among Jewish children. 

Sclerotic amentia is marked by an overgrowth of neuralgia 
which supports the nervous part of the brain. The skull is enlarged, 
but the shape of the head and the skull is different from the patient 
of hydrocephaly. 


& 


Mental deficiency due to birth trauma 

It is not fullv realized that every infant born has to pass 
through a shocking experience and injuries during birth account 
for 5 to 10 per cent of mentally deficient cases. Haemorrhage 
during the period of labour of the mother produces lesions in the 
brain and lead to amentia. Such haemorrhage occurs frequently 
when birth is very- difficult and the infant is born prematurely. 
Delivery is not always easy and any accidental injury may affect 
the brain of the new-born. 
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Another cause is asphyxis or suffocation due to lack of oxygen. 
During birth, at any stage, the infant nay be suffocated for 
some time causing damage to the brain and consequent tmpaim.en 
of mental functions. Or the breathing of the new-born may be 
delayed due to a large variety of causes. 

Brain damage may occur due to a large variety of causes work- 
in g at birth or even after it and may produce mental deficiency. 


Mental deficiency due to after-birth factors 

In early infancy life for the child is difficult and he is very 
susceptible to infection and even a slight injury may cause havoc 
to his brain. Various types of head injuries may affect the brain 
and cause amentia. Common diseases of children like measles, 
mumps, chicken-pox and others may cause serious damage to 
the brain and produce mental deficiency. A disease like meningitis 
raging in an epidemic form may cause damage to children s brain 
and in one study it is estimated that 2 per cent of the cases of 
mental deficiency admitted to mental hospitals are the result of 
brain damage by this disease. 

Feeble-mindedness and abnormal behaviour 

Most feeble-minded people young and old are often found 
to behave in a manner which is not permitted by law and is anti¬ 
social or which is abnormal in some other sense. We will discuss 
here the relation of feeble mindedness to delinquency and crime 
and if there is any psychotic behaviour associated with mental 
deficiency. 

Popular prejudice associates delinquency and crime with 
mental deficiency but most authorities discount that crime and delin¬ 
quency are more common among mental defectives than the general 
population. In interpreting the greater prevalence or frequency of 
crime among mental defectives a number of factors must be con¬ 
sidered. In the first place most of the mental defectives involved 
in crime do not fully comprehend the implications of law and 
social welfare. Allowance must be made for their poor under¬ 
standing and intelligence. Legal sense is a moral sense which 
ultimately depends on how well social welfare and moral law is 
understood and appreciated. Secondly, and this is a most crucial 
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point, because of poor intelligence mental defectives are more 
easily caught in any criminal activity than an intelligent, clever 
person or even a person of average intelligence. If our figures are 
based on the number of persons apprehended for crime we must 
make allowances for the fact that a mentally defective person is 
more easily caught than one of average or superior intelligence. 
Thirdly most of the mental defectives come from poor illiterate 
and backwaid families living in slums and when their parents 
and other relations have no social or moral sense they should not 
be expected to have any. Though through public agitation western 
countries have been obliged to pul these crime-inclined mental 
defectives in institutions to save and protect society from their 
anti-social activities, and even though the number of mental 
defectives in penal institutions is much larger psychologists and 
sociologists are not inclined to accept the prejudice that feeble¬ 
minded people are naturally more inclined to crime than the 
general population. Rather they have demonstrated that mental 
deficiency is neither the cause nor an important factor in crime. 
In fact it is not mentai deficiency by itself which causes criminal 
behaviour but the lack of social and personal adjustments in¬ 
herent in mental deficiency which lands the feeble-minded in 
criminal behaviour. There is no doubt that mental defectives 
are not readily able to foresee the consequences of what they do. 
A good many are not detected in life and because they are 
l>orderline caSes nobody sees that they are mentally defective. 
And then they may be called upon to do jobs for which they 
are not mentally equipped. This may result in behaviour which 
is not strictly in accordance with the demands of social welfare 
and happiness. Thus it would not be fair to indulge in a sweeping 
observation that feeble-minded people aie more prone to crime. 

But though mental deficiency is not the cause of crime there 
are certain types of anti-social behaviour which are very prevalent 
among the mentally defective. One investigator has found that 
minor offences like stealing, truancy or mild sex-offences are 
common among the feeble-minded. Sex offences are most frequent 
among young girls who are mentally defective. 

Even criminal behaviour needs intelligent planning and execu¬ 
tion and since the mentally defectives are not so intellectually 
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equipped their crimes are of stereotyped nature and there is no 
variety in the crimes they commit. 

Some crimes may be due to lack of understanding of what is 
* right and wrong but in some instances it has been found that the 
mental defectives did understand the moral and legal implications 
of the behaviour in which they were going to engage and still they 
did it. In such cases the individual acted on impulse to satisfy 
some passing whim which he could not control. 

Juvenile delinquency is also connected with feeble-minded- 
ness, but this prejudice is also due to human weakness to seize 
upon any striking fact as the most important factor in the pheno¬ 
menon- A feeble-minded child who is frequently bullied and tot- 
mented in the school by both fellow childien and teachers is sure 
to retaliate by violating all rules of the school. He may indulge 
in acts of cruelty or deliberately damage school property or run 
away from school. Often such children indulge in petty stealing 
too not because they need stolen things but just to pay back foi 
the unkind treatment they received from others. Not seldom arc 
feeble-minded girls exploited by unscrupulous persons for sex 
T offences. It is, therefore, for society to protect young delinquents. 

Popular thought also associates psychoses with mental deficiency 
and many people arc not able to distinguish between the two. 
We have already seen that many psychotic reactions involve mental 
deterioration and such deterioration is a part of their psychotic 
behaviour, the disorganization of their emotional and intelligence 
make-up. It is often very difficult too to assess the intelligence of 
psychotics correctly because even if he knows the answer_tp a test 
question correctly he may not be able to express it. And what 
he goes through during his mental illness may also affect his 
general attitude to tests. A person who is isolated from society 
as a psychotic patient may forget several things. Mental defectives 
may also develop any psychotic condition but not because of their 
mental deficiency entirely. 

£ Treatment of mental deficiency 

No remedy for the treatment of mental deficiency has yet 
been discovered and what therapeutic attempts have been made 
have not yielded any satisfactory result. I'eeble-inindedness is 
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inherited and congenital, and young people do not outgrow or make 
up for their inborn retardation with maturity. It is not possible 
to change a feeble-minded child into a normal child either by 
medical treatment or by superior training. Some progress has 
been made with the help of neurosurgery but this technique can 
be applied only to cases of head injury or of hydrocephaly. But 
whatever attempts we make to treat a certain type of mental defi¬ 
ciency we must diagnose it very early. 

Some cases of mental deficiency have been treated with 
glutamic acid and they have shown significant improvement. 
Children have grown moie alert and efficient, but they are not 
cured in any sense of the term. When the drug is stopped they 
go back to the original condition. 

But the prospect is by no means entirely discouraging. With 
suitable training and guidance the feeble-minded children can be 
helped to make the most of what mental equipment they have. 
Morons can be taught to look after themselves, to avoid danger, 
to acquire habits of self-management and cleanliness and to develop 
favourable social qualities, and if such training and guidance is 
started early in life and if their physical welfare is carefully 
looked after these mental defectives who are a liability to their 
family, society and country may well become an asset making their 
living and becoming satisfied and useful members of society. 

I hey are a psychological, educational, socio-economic and medical 
problem, and all agencies of the country, the state, the family, 
the school, and the community should work together to help them 
find their feet and a useful place in our social economy. 

Parents of mental defectives usuallv feel disappointed and 
worried about their children, some of them may be holding them¬ 
selves responsible for their defect and may harbour feelings of 
guilt, some may be expecting too much from such children and then 
rejecting them in favour of other more fortunate children. They 
may feel frustrated and may not give them the affection and care 
which all children need at the hands of their parents. In such an 
atmosphere children are sure to feel useless. So the first thing 
to do is to educate the parents to accept their mentally deficient 
child as he is and strive their utmost to give him the best possible 
care and training so that he can make the most of what ability 
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he has. He may be given special guidance and training^ develop 
favourable social qualities m bis personali > | - B 

strong interests in manual work, both of whic wi ■»* en( j ur cd 

usefulness and happiness. What cannot be he pe m 

wiUr good cheer and within the limitations of h» 
opportunities must be provided in the home for gai g 
fidence and a sense of worthiness. These children 
more time and patience, they will learn and respond to training 

very slowly but given the helping hand of parents an 
Z of Their affectionate regard these children will « 
in life. They should be treated by parents as normal childrenarc 
treated. Rejection is as harmful as over-protection on ‘he part of 
parents. While tasks should be suited to the ability °f he . e tall Y 
defective child he should not be protected hoin the challenge 
of his physical and social environment and he should no 
over-dependent on adult help. 


To begin with such children should be guided to wash, die* 
and feed themselves, to walk and manipulate common things needed 
in daily living. Personal cleanliness and looking after his per¬ 
sonal needs and things is an important thing to teach. Small 
tasks should be given and the child should be taught lessons m 
responsibility. Keeping his temper in control and developing a 
pleasant attitude to things and persons around is a great moral 
lesson which mothers should help defective as all other children 
to learn. They should be encouraged to play with normal children 
but the latter should not be allowed to make fun of them or in any 
way breed inferiority feelings in them. 


Usually only borderline cases of mental deficiency are admitted 
to Indian schools and idiots and imbeciles are refused admission. 
Only morons can benefit by school attendance, but it must be 
clearly appreciated that they cannot work with normal children 
. and should either be sent to school late, say at the age of eight 
or so or sent to special schools meant for feeble-minded children. 
Education in India is not organized to suit individual differences 
among children and the slow are allowed to mark time and waste 
precious life in common schools. But educational effectiveness 
demands that they should be placed either in special classes or 
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sent to separate schools meant and designed specially for them. 
In common schools they are compelled to compete with normal 
children and get tire bitter pill of failure and frustration losing all 
interest in their work and study. With specially designed courses 
and separate schools or classes they will be saved the humiliation 
of failure. Usually in the western countries special courses with 
manual work requiring motor coordination and motor skill are set 
for them and they are encouraged to speak and develop social 
habits. Their classes should be small to enable the teacher to give 
them individual attention and to let them learn and develop at their 
own rate. 1 hey will take longer time and the teachers of feeble¬ 
minded children should be specially trained to exercise patience and 
understanding with them. No special provision is made for such 
children in the educational system of this country and we have yet 
to learn to utilize this human material for individual and social 
usefulness and happiness. 

In some countries like Belgium such children arc placed in 
homes in iural areas where they leceivc family caie. No such 
provision is available in India. 

I here should be a well thought out programme for imparting 
vocational training to mental defectives so that they can support 
themselves or at least contribute to their upkeep and maintenance. 
It may be farming, laundry, kitchen work or simple manual work 
in any craft. They can also he taught to tend cattle or help in 
dairying or poultry. Since they are not capable of making adjust¬ 
ments to new conditions they should he put on routine work. 

In the United States there are laws prohibiting the marriage 
of mental defectives and sterilizing them but such measures have 

not yet been taken in India. Prevention is the onlv method of 

# 

teducing mental deficiency though efforts to find effective medical 
tieatment continue to he made. 


QUESTIONS 

1. What do you mean by feeble-mindedness? How will 
you diagnose it? Has it degrees? 
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What arc the several grades of mental deficiency? 
Describe them and discuss how and what provision can 

be made for them in society. 

0 

Describe some of the important clinical types of mental 
deficiency and suggest possible treatment. 

Discuss the relation between feeble-mindedness and 
delinquency. Are criminals mentally- defective? 

What are the main causes of mental deficiency? Discuss 
some of the measures which should be taken for the 
training and help of the mentally defective children. 

Discuss feeble-mindcdness from the family and state 
point of view indicating what should be done b> the 
two agencies. 


CHAPTER 20 


Criminal and Anti-Social Behaviour 

Criminal behaviour is described as anti-social, that is, it 
violates the accepted social nouns and standards of conduct in 
any community which are embodied in, and enforced through, laws. 
Such violations are followed by punishment proportionate to 
the extent and severity of the crime. 

What is criminal varies with time and place, though some 
crimes are universal as stealing, murder, treason. Even in these there 
are exceptions. Laws differ from country to country and age to 
age Only a century or so back pick-pocketing was punished by- 
death in England but today the offender may receive only a light 
punishment. During prohibition the sale of liquor is a crime 
and when prohibition is lifted it ceases to be so. 

In all cultures there are standards and laws are made to support 
those standards. We have religious standards supported by rules 
of churches, moral standards are supported by moral rules and legal 
standards are supported by laws. I he violations of laws are 
called crimes, the violations of religious rules are called sins and 
the violations of moral rules are called immorality. The laws arc 
framed to establish a social order and promote and secure social 
welfare and progress. Without laws society would be unstable, 
disorganized and meaningless. 

* 

/Juvenile delinquency 

^ When young people below the age of eighteen or sixteen 
indulge in criminal and anti-social behaviour it is referred to 
as delinquency. T his age limit varies from one state to another 
but tli£ young offenders are known as juvenile delinquents. A 
delinquent voung person is disobedient and wayward, runs away 
from home and school, cannot be controlled by his parents and 
teachers, is not amenable to any' kind of discipline, is self-willed 
and habitually acts in a manner injurious or risky to the wel¬ 
fare and happiness of others and himself. Most progressive states 
have set up courts to try juvenile offenders and send them to 


corrective homes or special institutes like the Borstal Institutes or 
reformatories. There are special magistrates set apart for the 
purpose- 

juvenile delinquency is much more common in cities than in 
rural areas and includes all the crimes which adults may commit 
plus those which are specially within the reach of young people 
like running away from home and school. 1 hough courts aic 
inclined to judge young offenders rather leniently their offences 

mav be more serious than those of adults. 4 

/ 

Types of crimes 

On the basis of the severity of offences crimes are grouped 
under three heads : treason, felony and misdemeanour. 1 icason 

is a very grave crime against the security and integrity of one's 
own country ; the offender may be described as waging war 
against his own state or rendering help to his country's enemies 
and thus endangering the safety of his own country or nation. 
Felonies are serious crimes such as stealing, murder, fraud, robbery, 
arson, rape or assault ; they may be punished with death, long 
imprisonment or heavy fines. Misdemeanours are minor offences 
like drunkenness, disorderly behaviour in public, driving without 
licence or violating rules of the road ; such offences only subject 
the offender to a small fine. It is obvious that the number of 
persons found guilty of misdemeanouis is much larger than those 
found guilty of felonies. A distinction is sometimes made between 
crimes against property like larceny, expropriation, burglary, and 
crimes against person like assault, murder and rape. \ 

\ 

Sex and age of criminals 

A large majority of those who arc convicted are male. This 
majority ranges from 85 to. 95 in the case of arrested and con¬ 
victed offenders. Very few females are guilty of crimes. May 
be that their sphere is mostly within the four walls of the home 
and their cultural training influenced by social tradition is different 
or that the police deals with them more leniently and they are less 
frequently brought to book. 

Most of the criminals display anti-social behaviour in the 
first part of their lives. In the western countries the average age 
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of convicts ranges between twenty-five and thirty. Juvenile 
delinquency makes its appearance in the early teens, about fifteen 
to be exact. 

mamics of crime 

^ Why do people take to crime? What factors contribute to 
the spread of ciime? Do specific traits of personality tend to 
make a person prone to anti-social behaviour? What are the 
characteristics of an anti-social personality? What factors deter¬ 
mine it? These topics will be discussed here, and our discussion 
will consider biological, social and psychological factors in crime. 

Biological factors : As we have seen in previous discussions 
/the first factor to which all students turn is heredity. Is the 
tendency to commit crime inherited? It is difficult to affirm 
that people are irretrievably pushed into a life of crime and 
anti-social behaviour because their parents and ancestors were 
criminals. * Of course, there have been cases of families dis¬ 
tinguished for crime and in the records of the Government of 
India there is mention of criminal tribes as a statutory section 
of the Indian population. .Now when a certain tribe is so named 

and in the famih and the community there is a rank atmos- 

# * 

phere of anti-social behaviour every child will take to crime 

% 

as easily and inevitably as every child born in a carpenter's 
home takes to carpentry. lint this is the influence of home 
environment and not of heredity. However, in some cases it has 
been found that certain physiological and mental traits in the 
make-up of an individual make him respond to the crime situations 
in life more favomablv .•§ The importance of heredity in such 
cases cannot hr ignored. jAgum certain defects of personality 
are inherited arid tlre\ ;ue associated with criminal tendencies.* 
Rut in mild misdemeanours and petty crimes heredity is of no 
re|e\.nice. Evidence from investigations of families and twins is 
not conclusive. yGluecks who made an extensive study of criminals 
and delinquents could find onl\ 50 per cent of them having a 
family history of crime and delinquency. RosanofF who made a 
studv of twins found that if one twin was criminal the other 
was also a cr iminal and the percentage of such cases was as high 
.is 70. Naturally such findings would incline him to attach great 
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' importance to heredity.,, Heredity is not so significant in juvenile 
delinquency. A very small percentage of young delinquents give 
evidence of family history. * 

V Lambroso, an Italian physician, tried to gather evidence in 

support of the biological basis of criminal behaviour and argued 
that high, pointed head, low receding forehead, large protruding 
ears and projecting eyebrows are associated with criminality. But 
all such investigations are obscured by the influence of social 
and psychological factors, and there have been other studies 
completely repudiating Lambroso’s theory. Nor has any relation 
been established between endocrine glands’ functioning and crime. 

Social factors : Numerous studies have been made to show that 
social factors are very significant in crime. No society is free from 
crime but crime thrives in some sections of society much more 
easily than in others. The prevalence of crime in society shows 
how unstable and disorganized it is. Rural communities which are 
very closely knit and where customs and traditions are very power¬ 
ful are less criminal than towns where people are living in a mass 
>' without any social organization or order. Even in towns some parts 
are more criminal than others. Slum areas are notorious for 
being the residence of criminals, and the same cannot be said 
about swell civil areas. In the latter there are conventions 
of decent behaviour, but other areas whfcre there are no such 
standards of behaviour, where social disorganization is great, 
and where the behaviour of a resident is of no moment to his 
neighbours crimes breed,/ These are not causes of crime but only 
favouring conditions for anti-social behaviour. The importance 
of environment, therefore, cannot be ignored. Conditions in the 
home are also an important factor. Loss of parents, broken 
homes in which the husband or the wife has left, divorce or 
disruption in the family make for delinquency and crime, but 
there are examples of children from such homes having made a 
mark in life and figured as very useful citizens. However, happi¬ 
ness in the home is significant. Delinquents usually come from 
j \ homes where there is no love and affection, where they are not 
wanted or cared for, where there is no discipline, where parents 
dnnk and indulge in immoral behaviour, and feel no responsi¬ 
bility. i Or they come from homes where discipline is too strict 
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and every step they take is watched and supervised. Many delin¬ 
quents have step-parents or have been brought up in orphanages 
and foundling homes. Some criminals are illegitimate children. 
A good many delinquents left their homes early for one reason 
or the other. A large number of criminals arrested and convicted 
were either divorced or widowed, in any case their number is 
larger than that of married people. 

Economic factors are no less important. A majority of crimi¬ 
nals come from very poor families or have been unemployed. A 
good many of them are engaged in occupations which are not 
satisfying from any point of view. Many of them were unskilled 
labourers or doing a job which did not bring enough to fill then 
stomachs. But the fact that a large number of people are un- 
emploved, poor and hard up and still abstain from crime shows 
that povertv and economic disability alone is not the cause of 
crime And then the incidence of crime among richer people n. 
industrial society is not negligible. One study has revealed that 
crime grows less during industrial and economic depression and 

,i<es when economic conditions improve. 

Racial factors have already been discussed. No tribe or race 
is criminal by inheritance. It is the environmental conditions and 
the social climate prevailing in the tribe or race that make 
people criminals. Before Independence people in Northern India 
were agreeably surprised to see fierce Pathans taking part i 
the non-violent civil disobedience movement of Mahatma Gandhi. 
People had associated Pathans with fierceness and ruthlessness 
and not infrequently with crime but the new spirit of Hie: move¬ 
ment made them so disciplined that the name of Ki.uda. Kludamat 
"'“ as they were called will live in Indian history as signi¬ 
fying service, humanity a,id humility. If any race is more 
ilin final than the res. of the population it is always because 
of the circumstances to which it is exposed as is the e »,J 
Negroes in America. It is the same race of Neg™es winch l as 
produced eminent humanists like Dr. E. C. Blake r 1 
bother King and Ralph Bunche. to mention only a few leade 
the non-violent struggle of that community for c.wl right 

America. . , 

The influence of wa, has been studied during the two World 
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Wars in countries who were involved. It was found that during 
war the number of crimes registered a sharp decline possibly because 
most men weie either out on the front or engaged in war work at 
home. This decline, however, showed only in male crime. There 
was an increase in juvenile delinquency perhaps because home life 
was disrupted, school work was disorganized and even minors were 
asked to work. But crime in countries not engaged in war increased 
both among males and females. 

Psychological factors : IPeople apprehended and convicted for 
crime have been tested for intelligence showing that most of them 
have a score slightly lower than that of the general population. 
Even among young delinquents there is a greater number of men¬ 
tally deficient persons and the number of persons with superior 
intelligence is very small. But it may be due to the fact that people 
with less intelligence are more easily caught than intelligent people. 
Or it may be most offenders come from poor families and do not 
have the benefit of education. If educated criminals arc compaied 
with people of similar education there is hardly any difference in 
their I.Q.s showing thereby that crime and delinquency have no 
relation to the level of intelligence. 

Criminals are found to be slightly more neurotic than other 
people though there are certain neuroses which are criminal as 
kleptomania, pyromania or Peeping Tom. 

Patients of psychoses committing crimes are not punished if 
they are judged insane by a law court. Usually some psychiatrist 
is called upon to judge if an offender is insane. Another thing 
necessary to prove is that the criminal was insane at the time of 
committing the crime and that he did not understand the nature 
of the offence nor the legal issues involved in it. Offenders who 
are judged insane are not held responsible for their action and are, 
therefore, not given any punishment. A number of offenders fake 
insanity to escape punishment. Criminals suffer from phyehoses 
as much as the general population does. 

Psychopathic personality 

One of the most interesting clinical types of constitutional 
disorders, which has attracted considerable attention in recent 
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years on account of its legal implications, is that of psychopath,c 
personality which may be defined as a constitutional disorder 
showing itself specially in ami-social behaviour. Though it has 
not been scientifically proved these individuals seem to be con¬ 
genitally deficient in moral sense. These people are not insane 
and cannot be so certified, they are not mentally deficient 
indeed they are often intelligent and shrewd, but they are lac - 
ing in moral and social sense, and this defect appears to be due 
not to their upbringing hut to some innate disposition wh.c 
renders the individual incapable of appreciating social dernands. 

A psychopathic personality lacks moral and social development 
and the ability to follow socially approved rules of behaviour. 

Several definitions of psychopathic personality base been 
offered bu, perhaps the one offe.ed by C. O. Cheney may be cited 
as typical : “Psychopathic personaht.es are characterize g 
try emotional immaturity or childishness with marked defects o 
judgment and without evidence of learning by experience. They 
are prone to impulsive reactions without consideration of othe 
and to emotional instability with rapid swings from elation 
depression, often apparently for trivial causes. Speca an. 
individual psychopaths are prominent criminal tras, mora 
deficiency vagabondage, and sexual perversions. Intelligence 
shown by standard intelligence tests may be normal or superior 
but on the other hand, not infrequen.lv a borderline "'tell gence 
may be present. " This may be the best of definitions but it s 

too large and involves a long list of traits of a psychopath pa¬ 
rity Perhaps we can do better by describing serially some 
of the important characteristics of such ant,-social personalities. 
Very little is known about the constitutional basis of such per¬ 
sonalities or the cause of this order, but inveterate pathologica 
r.:! tramps, sexual perverts, eccentrics and the like are tvpica, 

examples of such a personality. 

It is difficult to sav how many people in society belong to this 
class of anti-social personalities, partly because they have to be 
intimately known before they can be classed in tins group and 
secondly there is so much variety that such people cannot be grouped 
together Unprincipled businessmen, revengeful teachers, quae 
doctors, extremely puritanic priests, crooked politicians, swindlers. 



sexual perverts and prostitutes are at large in society and are 
never treated by psychiatrists or even told to get themselves 
treated. They are a nuisance to others. They are not only rebels 
but they are anti-social, and rebel for the sake of rebellion. 

Symptoms of psychopathic personality 

Instead of giving a complex definition of psychopathic per¬ 
sonality it would be better to describe some of the important 
symptoms of such personalities. Let us detail them here. 

1. They are average or above in intelligence. They readily 
give this impression as they are very genial in their manners 
and very resourceful in conversation. They are quite sociable 
and become popular soon enough. First impressions about them 
are always favourable. 

2. There is marked discrepancy between their level of intelli¬ 
gence and conscience development. Conscience is very poorly 
developed. The ability to understand, appreciate, accept and 
pursue ethical and social values is utterly lacking. They may 
stress and accept such values in words and speech but they are 
unabie to translate them into actual behaviour and practice. 

3. They are extremely self-centred and selfish. Their be¬ 
haviour is impulsive, irresponsible, uninhibited and unrestrained. 
They have little regard for social conventions and are unable to 
consider the social implications of their actions. Their own interest 
and pleasure is all that matters to them. 

4. They seek immediate pleasure and thrills and are unable 
to forego them for the sake of future pleasure or advantage, and 
they seldom work for the achievement of long range goals or of 
social beneficial purposes. That is w’hy their indulgence in sex 
pleasures and their so-called free pattern of behaviour is pro¬ 
nounced. They live in the present, from day to day, and have 
no consideration for the past or future. They may change jobs 
very frequently and have no loyalty to any organization. All 
that matters to them is the gratification of their own impulses to 
get rid of their boredom. 

5. They are not able to profit by their mistakes and common 
experiences so as to make their life more in tune with the norms of 
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social living. They know only to manipulate and exploit otner 
people for their own ends and escape punishment if any. They 
have social ambitions no doubt and it is only for the sake of that 
that they put on charming and genial manners. They may cul¬ 
tivate a sense of humour and an enthusiastic and hopeful approach 
to life just to win and exploit people. Thev will tell lies, make an 
excessive use of alcohol and resort to all sorts of unscrupulous 
behaviour to create a favourable impression about themselves. It is 
only on close scrutiny and long experience that others are able 
to find out about them Even if thev express regret it is only 
to gain further ends. They may make all sorts of promises when 
they arc found out but they have absolutely no intention of fulfilling 
those promises. They are devoid of any sense of honour or fair 
play, and they never feel any genuine remorse for their misdeeds. 
Thev will repay kindness with meanness. 


6. Emotionally they are described as cold, callous, shallow, 
cruel, immature, jumpy, irritable and fluctuating in their moods. 
They have no control over their emotions and it is very difficult 
to say how they will react in anv situation. Small things may 
upset or elate them, depression and outbursts of anger alternate 
without any rhyme or reason. 

7. Such a person cannot be expected to have any regard for 
any social institution like marriage. Their marriages are short¬ 
lived affairs that generally end in failure. Their selfish, stubborn 
ways cannot make a success of what is a cooperative affair. 

8. They are not adquate individuals and if at one time they 
are aggressive and assertive, at another they will be weak and 
passive. There is no balance in their behaviour because they 
have no well-thought-out plan or goal of life. Naturally, there¬ 
fore, their life has no sense of direction or purpose. 

9. With no social feeling, no sympathy and gratitude, their 
dealings with others are based on impulse and self-interest. With 
the result that thev are unable to make any friends. 

10. They have a large capacity to rationalize their misdeeds 
and make excuses or to project their mistakes and faults on 
others. They have no insight into their behaviour. Often they 
are a source of embarrassment to their friends and family and 

cause them much unhappiness. 
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Figures collected from the army in the United States indicate 
that about one per cent of the general population are psychopaths. 
Women seem to suffer less from this pathology. Their crimes do 
not differ from those of the normal criminal. They are capable 
of understanding the diffeience between what is right and what 
is wrong, and, therefore, they cannot escape law and punishment 
when they are apprehended. Nor are they curable. Punishment 
or psychological treatment lias no effect on them. 

Theories of antisocial behaviour 

Psychoanalytical explanation of psychopathic personality lavs 
stress on unconscious motives and repressed mental conflicts. We 
have already referred to the repressed wishes of early childhood 
such as sex, hatred of father and it is contended that these wishes 
find expression in criminal and anti-social behaviour. T he child 
whose sex urge could not be gratified and was repressed may 
indulge in some other forbidden act which offers him the same 
excitement like burning property or stealing. A young person who 
is bullied and ordered about by his over-strict father may grow into 
an adult who defies all authority and takes pleasure in disobeying 
people in power and their rules. Crime is an outlet for the 
expression of repressed wishes of early childhood. Psychoanalysts 
are of the view that even normal persons have destructive and 
anti-social urges but they are either able to repress them or sub¬ 
limate them into constructive and helpful activities. People support 
severe punishment to criminals because in an indirect way it pro¬ 
tects them from criminal impulses of their own. 

Another view is that crime is a maladjustment. When an 
individual is unable to satisfy his urgent wishes in a manner accept¬ 
able to society he has only two alternatives, either to give up 
his wishes or to gratify them in unsocial ways. He is like the 
neurotic who seeks substitute satisfactions. Anti-social and criminal 
behaviour is a form of maladjusted behaviour. Modem psychology 
stresses important needs like that of security, new experiences, 


These symptoms may often be found in several tarn* 

neuroses and psychoses but in a psychopathic P^ rsonallt V^ e >' 
much more pronounced and do not occur with abnormal patterns 

behaviour characteristic of psychoneuroses and psychoses. 
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esteem and recognition, and self-actualization, and argues that all 
human behaviour is motivated by these basic needs. Under certain 
circumstances when normal expression and satisfaction of these 
needs is prevented individuals resort to anti-social and criminal 
behaviour to satisfy them. 

Again some writers consider that the majority of criminals 
are neurotic characters. Crime does not pay but still people indulge 
in it. They are criminals out of an unconscious sense of guilt or 
from unconscious anti-social impulses. This is particularly true of 
(times against persons and even of some crimes against property. 

Alexander and Healv who examined a large number of crimi¬ 
nals whose criminal careers apparently were due primarily to inter¬ 
national conflicts rather than to external circumstances found 
the following characteristics as revealed in the psychoanalysis of 
a thief : 

A strong sense of inferiority, leading to over-compensa¬ 
tion in a feeling of bravado and toughness. 

Feelings of guilt toward a brother and the attempt to relieve 
them. 

Spite-reaction toward his mother. 

Desire to indulge in a carefree, vegetative existence. 

Gratifying his infantile, parasitic wishes, satisfied by existence 
in prison. 

But these authors admit that the “bottom of the difficulty” has 
never been reached by way of personal, social and psychiatric 
investigation and treatment. 

Treatment of criminals 

As readers must have seen that there is a great deal of con¬ 
fusion about the dynamics of criminal behaviour and anti-social 
personalities. We are not sure about the source and origin of this 
type of behaviour or personality. The criminal is a psychotic who 
should be treated in a hospital. In fact methods of treating 
criminals have not improved even with rapid advances in both 
psychological studies and sociological thinking. If anti-social 
behaviour is due to some organic defect it is not yet identified and 
attempts to treat it with drugs are not considered. Treatment is 
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rendered still more difficult because these individuals usually have 
no desire to change. Therefore, prospect for the recovery of ant,- 
social personalities is not favourable. 

4 » It is reported that some cases have shown improvement under 

hypnoanalysis and in some selected cases brain surgery had to be 
resorted to, but as a rule most criminals show considerable improve¬ 
ment after the age of 41). It may be that their instinctive urges 
weaken or that they gain some understanding into the nature of theii 
behaviour through experience or perhaps social pressure to make 
some outstanding achievement in life grew weaker. Any pro¬ 
gramme of treating anti-social personalities must aim at fostering 
in them a sense of responsibility, emotional maturity and stability 
and an appreciation of moral and social values but such attitudes 
can be developed only under the stable and regulated influence of 
an institution, and as anti-social and criminally inclined individuals 
are seldom sent to any hospital or reformatory institution other 
than punitive ones they seldom recover from their criminality 
Society has never given any thought to giving them long range 
treatment in organized institutions. Perhaps a more practical step 
*■ > would be to try to detect and treat anti-social tendencies in children 
and thus prevent their development in the direction of crime. 

Punishment : For very long in human history the only treat¬ 
ment society gave to the criminal was punishment and much time 
and effort every generation has spent in devising punishments suited 
to the seveiitv of the oflence. Since the social importance of 
different types of crime have changed from one age to another 
these punishments have been changing. As has already been 
pointed out that a century back pick-pocketing was considered a 
very grave offence and the offender when caught was always 
punished with hanging. '1 oday it is not considered so grave an 
offence as to deserve capital punishment and the offender gets away 
with a light sentence. The quality and intensity of punishments 
have, therefore, varied with the moral consciousness of the society. 
In several Indian States before Independence severe punishment 
like cutting off ears and the like was given for thefts and burglaries, 

2 and in several semi-civilized countries even today public flogging 

and execution by beheading is practised. In civilized countries 
punishment includes hard labour, difficult living conditions, solitary 



confinement, very harsh discipline, and execution by hanging or 
the electric chair. 

Punishment is supposed to achieve three things. In the first 
place it is a sort of revenge or retribution. The criminal has done 
wrong and gets the punishment as a reward for his conduct. He 
has injured society and its laws and, therefore, must suffer. By 
awarding him punishment society vindicates the sanctity of the 
law The offender is purged of the crime by suffering punishment. 

-y tooth for a tooth and a nail for a nail, and punishments must be 
proprtionatc to the seriousness of the crime. The second object 
in inflicting punishment on the offender was to deter others from 
committing crimes. That is why in olden times physical punish¬ 
ment even executions were administered in public so that people 
might see what fate awaits them if they misbehave. Thirdly, it was 
supposed that the offender would be so impressed by the seventy 
of punishment that he would not again dare to do it and thus 
punishment would help to return, the individual offender. Any- 
liodv can see that i.un.an society has been organizing punitive 
measures from the most cruel and barbarous to the most humane 
and organizing elaborate institutions for offenders all along ts 
long historv and yet we are nowhere near either in reforming th 
individual offender or in deterring others from indulging in anti- 

social behaviour. 

Punishment has failed to achieve its objects, but it continues 
to be practised in all countries. It is fairly clearly recognized 
todav that penal institutions instead of reforming the convict 
help to make him a hardened criminal and an avowed enemy of the 
social order. Often the punishment is out of all proportion o 
the gravity of the crime, there may be miscarriage of justice oi 
the people entrusted with the administration of justice and punish¬ 
ment mav be too cruel, vindictive and callous so as to muse the 
convict to further vengeance against society of which thes are th 
agents. So all those who have to deal with the administration 
of justice and punishments are today convinced that pumshmeris 
do not achieve the object for which they were meant, hut the 
whole procedure and practice continues, perhaps for wan o 
another better. So they are now thinking in the direction of modi¬ 
fying the penal codes and the treatment of prisoners, and a more 
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positive and constructive approach is emerging. In all enlightened 
communities it is being increasingly realized that during his jail 
term the criminal should be re-educated, re-socialized and re¬ 
habilitated in society to which he will return after serving his 
sentence. Large scale reforms of prison life are under way. There 
are open-air jails, inmates are encouraged to learn some craft 
or do farming and if they earn, a part of their earning is credited 
to their names so that when they leave they may have something to 
fall back upon. The authorities show a growing awareness of the 
objectives of punishment, try to understand each individual offender 
and to take such steps as will help him to become a self-supporting 
and law-abiding citizen. Supervision too is relaxed and convicts 
are allowed considerable freedom to move about. In one Indian 
state they are allowed to work out in the fields and trusted with 
responsibility to inspire greater self-respect in them. Let us detail 
out some of the new things introduced. 

1. Many first offenders are granted probation particularly if 
they are young. A good many become offenders by accident and if 
they were grouped along with hardened convicts they are sure to 
become worse and take to life of crime without any compunction. 
The company of jail birds is never a very happy thing. So they are 

kept out of jail and their life is supervised by well-trained proba¬ 
tion officers. 


2. Criminals have large individual differences and have to be 
given individual treatment. Some are very sensitive, others are very 
callous. It is obvious that harsh treatment given to prisoners 
be adapted to the corrective needs of each prisoner. Again some 
prisoners need greater supervision than others, some have still 
some sense of shame others are quite shameless. Since our task is 
to re-educate individual prisoners we must modify our treatment to 
suit individual needs and sensibilities of prisoners. Prisoners 
who are hardened criminals must be given more strict supervision 
than those who are first offenders. Again prisoners who are mentally 
defective, psychotic or mentally disturbed may have to be kept in 

ZnhTk inS . t,tUlions \ And those " ho to jail treatment 

should be given remittance in the period of jail custody. 

out tL * VC haVe , Very Vivid accounts of barbarous treatment meted 
prisoners who were lodged in underground cells all alone and 
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given bad food, and all sorts of tortures. Modern prisons are much 
more humane. Corporal punishment, solitary confinement, rules of 
silence, killing overwork, and other extreme forms of punishment 
have been mostly given up. The grind of heavy unbearable manual 
work has been considerably modified, and the over-strict discipline 
has been released to meet the requirements of each individual 
prisoner. Living conditions and food has been very much improved, 
and supervision means guiding rather than guarding. 

4. Old prison houses were very dull and boring places not to 
mention their harsh cruelty and degrading programmes of work. 
Today prisoners have relaxation and recreation programmes, they 
are encouraged to Like part in cultural programmes, social gather¬ 
ings, discussions in groups and supervision duties. A degree of self- 
direction is allowed so that the feeling of being in jail may be 
reduced a little and the inmate feels that there is an opportunity 
to make good and turn a new leaf in life. Many convicts learn a 
useful vocation and it is a commonplace in India that jail carpets 
are preferred Many convicts become very good craftsmen and are 
able to make a satisfactory living after completing their sentence. 
The illiterate are taught reading and writing and given rudimentary 
education. There are library facilities for the educated and 
classes and lectures are held for those who wish to acquire more 
knowledge of the world. Audio-visual aids like films are also used 
to make such learning and education more cheerful and effective. 
Many jails have regular religious services and offer prisoners 

opportunities to serve each other. 

5 Prisoners are allowed to earn remissions of their sentence by 
good behaviour and some are able to reduce their sentence consi¬ 
derably by behaving better in strict conformity to jail rules and 
doing useful service to the nuthorties. 

But by far the most important tiling to do is to offset the 
stigmatic effects of jail sentence. Most count, ies are not able to 
do anything about it. and once a person has been convicted he is 
made to suffer many political and social disabilities. I he disgrace 
of having been convicted is not easy to remove unless one is con¬ 
victed on political grounds. And then m India of today-political 
imprisonment in pre-Independence days is being rewarded with 

jobs and state benefits. 
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Prognosis 

Some follow-up studies have been made of prisoners and 
they show that about 50 per cent of the prisoners have had one 
v or more previous convictions, and a large percentage of released 
prisoners committed offences within five years of their release. 
On the other hand thirty per cent of them did not again indulge 
in any crime. Glueck thinks that decrease in the criminality 
of released prisoners is not due to prison treatment but to growing 
maturity and aging of released convicts. There is no difference 
between men and women prisoners. Female prisoners resuming 
their criminal life arc almost of the same percentage as male 
prisoners. 

Probation treatment is more effective and a large number of 
people kept on probation never take to crime again. For first 
offenders the percentage is much higher. 

Seventy-five per cent of the people who are kept on parole 
complete their parole without committing any offence. This sup¬ 
ports the method of keeping people on parole but parole by itself 
is not enough to rehabilitate offenders in society. 

Treatment of juvenile delinquency 

The treatment of juvenile delinquency has to be different 
from the treatment of adult criminals and here society has followed 
more rational and progressive methods. In India too courts for 
. the lrinl of young offenders have been set up only in large towns. 
The procedure in juvenile courts is different from the routine courts 
trying ordinary criminals. These attempt at fuller understanding of 
the young offender with a view to help him rather than to punish 
him. The cross-examination is replaced by detailed interviews 
in which the offender is persuaded to confess his offences, and 
the more serious offences are tried in regular courts. But 
judges of these courts have wide powers and they are not bound 
by legal procedures and statutes. Usually the offender is dis¬ 
missed with a warning or sent to a corrective home or a refomia- 

£ V t0ry Nca * ly ha,f the cases are dismissed with a warning and 
parents and teachers advised to keep a watch on him or her. 

But it all depends on how well the probation officers are 
named and what qualifications and training the judges or 
24 


maolstra ,e. of juvenile courts have, what progressive methods 
are°used and wha, is the general approach to juvende delinquent. 
While in a reformatory of the progress,ve type delinquents 
receive wholesome food and suitable physical esc, rise the, 
health needs are attended to and they are given facilities io, 
educational and vocational training. Theie is a varied progra.nn e 

of social and recreational activities and young P*°P le are 
couraged to assume social responsibility as a step toward the 
social rehabilitation. But it is doubtful if then emotion 
needs are also provided for. The probation officers and the 
narole supervisors are unable to gratify their needs 'o' atfec- 
tion, friendship and kindness. That is why facts S“‘ 

collected from countries where treatment of juvenile delinquency 
systematically organized do no. show any favourable 

results after treatment. 

The treatment of delinquency is an all-round complex prM™ 
It is obviously a problem for education, sociology 
and individual psychology. Here we can discuss " only from 
Standpoint of psychology, as a psychological ->>" < ' 

individual. The problem is easier 
early in childhood or adolescence. Much wdl P 

;rS ,l, h L'7;':Tdea', n oM,,r; E and £ imn' emotionally 
attached to himself by encouraging him m Ins **5^" £ 

l-r aU crime 

art'inany methods ,h, 

he k,Ls. ft is at tins stage the young person 
that knowing some very clever methods the_•'«£P ,Sl £ 
social goals and using Ins attachment persuades the d q 
that sorial goals are berte, .ban the bfe of crime <>>' ? 

ties, with the gang are very strong such a treatment will 

much progress. 

I'licie are voting delinquents who are neurotic an 1 
thJ to do is to give them psychological treatment for the. 
psychological troubles Those with abnormal personalities 
personality defects are more difficult to treat. 
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Prevention of crime. 

Prevention of crime and delinquency is a complex problem 
and several areas of life and work are affected. The problem is 
not one for psychology alone to tackle and solve, but courts and 
legal practitioners do somehow look up to psychologists to offer 
a solution. This can be done only within the limits of psycholo¬ 
gical study and psychiatry. A few suggestions are made here. 

objective of education to develop all-round balanced 
personalities in voung people should be understood and appreciated 
by all agencies influencing children, the school, the home and 
society, and these agencies should work in close cooperation. 
If voung people arc not onh given knowledge but also taught 
useful skills and given refined feelings their criminal and anti¬ 
social impulses will be director! into constructive channels. But 
the germinal seeds of such impulses are to be found in very 
early years of childhood. If the emotional climate in the home 
is favourable and if parents, brothers and sisters maintain 
very fiiendlv relations with the child, their social and moral 
education will be guided by them and they will learn to function 
in the family group with due iegard to the feelings and interests 
of others. Character development is the result of social experi¬ 
ences, and if these aic happ\ and normal children will turn to 
good things of life. The church, the school, the neighUmi hood, 
the play group and the scout oiganization, all can make a very 
substantial contribution to the emotional and social development 
of the child and lay the foundation of sound social and moral 


values in the character and conduct of the young person. Some 
schools have regular programmes of hiking, visits to historical 
and geographical places, social service and the like, and these can 
be fruitfully utilized to bring home to voung people to share group 
responsibility and group loyalty which is the hackl*onc of good 
citizenship. 


2. Abnormal psychology has done a lemarkable service to the 
cause of education in stressing the importance of experience 
of early childhood and how they make or mar the personality of 
every adult. Parents and teachers, therefore, should always be 
very vigilant for any anti-social urge on the part of children 
under their care. People do not take to crime all of a sudden, 
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there is always a history behind, and this history consists of 
experiences, urges and temptations, and emotional conflicts. It is 
for teachers and parents to smooth the path of life for children not 
by making things easy for them but by building in them a whole- ^ 
some strength to meet the challenge and difficulties of life in a 
positive and constructive manner acceptable to the group to which 
they belong. 

3. We have suggested some of the possible causes of crime 
and if the state wishes to eliminate crime it cannot do better 
than remove those conditions which lead to criminal behaviour. 

It is provided in our constitution that eveiy child should be 
given the necessaiies of healthy and sane living so that he or 
she can intake the best possible use of what talents nature or 
Ciod has given him or her to the best advantage of the society 
and country to which he or she l>elongs. It, therefore, behoves 
the state to abolish slums, improve housing, health and education 
facilities, medical aid and nourishment, and to provide for the 
social and cultural development of all future citizens. This is a 
stupendous task no doubt but the perspective has to be clearly « 
appreciated. 

‘1. (»ioup life in both the home and the school should receive 

more careful attention of teachers and parents. And even those 
who have nothing to do with schools should lend their help in check¬ 
ing such impulses of children as arc anti-social. Some years 
back an attempt was made to enlist the support of the general 
public in checking juvenile smoking. Similar attempts could be 
made with regard to childien’s gangs. 

3. C iood administration and a vigilant police foice are very 
necessan for ieducing and eliminating delinquency. If people 
under stand that they will be caught they will desist from crime 
but if they are confident that chances of their arrest arc very thin 
thev will misbehave readily and with impunity. 

b. In many democratic countries politicians aic in league with ^ 
the cells of criminals and enlist the support of bad characters 
for political ends. Unless 'political leaders set an example of 
behaviour which is above board and socially ideal there is little 
hope of reduction in delinquencies or crimes. 
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QUESTIONS 

1. Describe some of the common delinquencies of Indian 
boys. What are the causes of juvenile delinquency? 
How will you deal with it? 

2. Discuss the biological, social and psychological factors 
in crime. 

3. What are the symptoms of a psychopathic personality? 
How will you deal with it? 

4. Discuss some of the theories of anti-social behaviour. 

5. Discuss fully how ciime should be treated in any society. 

H. Why do we punish criminals? What is the object of 
punishment? Is punishment an effective remedy of 
crime? 

7. Suggest some effective measures for the elimination 
of crime. 

8 . Discuss some important measures for the prevention of 
crime in societv. 
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CHAPTER 21 


Mental Hygiene 


In 1908 was published a famous book, .-f Mind that Found 
Its<-lf, by Clilford Beeis, a Vale graduate who became a mental 
patient shortly after passing out of the university. He received 
very bad treatment in three typical institutions of the day. Though 
he was not tortured and chained as was done to patients in olden 
days the treatment was not at all humane. He tells the store of lus 
illness, of what treatment he received and of his recovers at the. 
house of a friend. He felt that the treatment was painful and 
cruel and did gieat harm to a patient who was already ovei- 
wrought and needed very badly the quiet and peace of an undei- 
standing and affectionate home. On recovery he lesolved that 
this was not the proper wav to handle the mentally sick and that 
something should be done to make people realize that >mh neat- 
ment was wrong and ineffective. His »>ook made a strong impact 
on the American public and he was successful in amusing strong 
interest in the health and treatment of mental patients. He 
had the support of two eminent psychologists, William James 
and Adolph Meyer. And through his initiative was born the mental 
hygiene movement to educate the people to an understanding of 
mental illness so that mental patients instead of exciting horror 
and fear aie given kind and sympathetic treatment. The hist 
Society for Mental Hygiene was formed in 1908 and it later 
developed into the National Committee for Mental Hygiene which 
in 1919 grew into a world-wide movement in the form of Intei- 
iiution.il Committee for Mental Hygiene with branches in all pm- 
g,essive countries It publishes a journal. Msntal Hys;u nr. 

Ibis movement has played a very significant role in the deve¬ 
lopment of modern psychiatry. Amusing public conscience in the 
matter of heating mental patients it has helped in setting up 
children’s clinics and in othe, measu.es designed to detect and 
diagnose earlv the seeds of mental diso.deis m» that more serious 

developments mav be prevented. 
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Menial Hygiene 

In this bock various types of mental disorders have been 
discussed. It is the aim of psychiatry to try to cure these dis¬ 
orders. It is the function of mental hygiene to prevent them, 
to maintain mental health and prevent mental disorder. In doing 
so it also discovers the causes of mental disorders so that their 
prevention is done more effectively. In actual practice mental 
hygiene also includes the early treatment of mental disorders 
so that further aggravation of the disorder is prevented. 

Throughout this book we have stressed that early treatment 
of mental disorders is an urgent problem, partly because they are 
much more widely prevalent than is supposed, in fact, there are 
very few people who do not have one psychoneurotic trouble or 
the other, and partly because they are a source of great distress, 
suffering and incapacity. Once developed these mental disorders 
are very difficult to cure, and there are not enough trained 
psychiatrists, treatment needs lot of time and money and everybody 
cannot afford it. Therefore, it is much more convenient and 
easy to prevent them rather than try to cure them later. Once 
complexes are formed they are most difficult to uproot. Therefore, 
we should have an intelligent programme of building up mental 
health from early childhood, and different agencies like the school, 
the home, the church and social institutions should have 
great awareness of our present day mental health problems, take 
interest in all that helps and obstructs mental health and make 
a sustained effort to promote and itnprove mental health. It is, 
however, very strongly stressed that there should be a co-ordinated 
effort to prevent mental illness and promote mental health. 
There can be no greater value to the human race, its present and 
future, than the normal, efficient, happy and well-adjusted persons 
whose mind is free from perversions and distortions. The effects 
of mental disorders or unstable, disturbed and perverted minds 
are not confined to individuals alone. We all know to our cost 
how one fanatical person in a mob is- able to rouse them to violent 
aggressive and destructive behaviour, how one disgruntled 
worker is a spark for the mass of workers to burn and destroy 
property, how one madly excited student is able to spread wild 
hysteria among his fellows and rouse them to break rules, glass- 
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panes and flower pots. Recently public agitations in the country 
have grown in number and intensity, a vast majority of those who 
take part in them are reasonable and steady persons but they are 
easily persuaded by a handful of fanatical, agitated and unstable 
individuals to throw reason to the wind and indulge in activities 
which in quieter and more sober moments they greatly regret. 
One individual, unstable and disturbed, destroys the morale of 
his immediate group who in turn affect others and thus the 
drain reaction is stalled and a spark grows into a conflagration. 
All over the world there are groups and sections which cherish 
one set of ideas and values, one pattern of life and social organi¬ 
zation and they are unable to see how others can think differently 
or live happily and effectively in a different social order. What 
is worse they trv their utmost and use even violent means to 

4 4 

convert them to their own way of thinking and to their own 
way of living. Such maladjustments spell disaster for the group, 
the community and the country in which they live, and may ulti¬ 
mately spell disaster for the whole human race. Wars have been 
made by insane and peiverted people is not altogether incoirect. 

Mental hygiene is a positive sc ience in so far as it seeks to 
establish conditions which promote mental health and prevent 
mental illness, to make people more health conscious and to give 
advice and guidance for a programme of health building. It is a 
normative science as well in so far as the ideal of mental health is 
implicit in its programmes, procedures and techniques. It places 
before the people a standard of mental health which they all must 
try to reach. It is an applied science in so far as it seeks to 
apply the principles of mental health for making people mentally 
healthy and giving them happiness and efficiency. Healthy, happy 
and efficient individuals will impiove the community in which 
they live. 

4 

Mental Health 

Mental health is a problem which concerns everyone. While 
we live we all strive to live better, to realize a life fuller, 
happier, more harmonious and more effective. Health is a state 
of complete physical, mental and social well-being of an indivi¬ 
dual, and mental health is a condition which permits the maxi- 
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mum development, physical, intellectual and emotional of the 
individual, in so far as this does not mterfeie with a snmlar 

development of other individuals. 

Ml of us are born with certain possibilities for growth and 
development, and mental health implies that we have found oppor¬ 
tunities for their expression and development and .eahzed all that 
is best in us. Human beings have a tendency to look beyond the 
horizon and cherish what they are not. We all have d.earns o 
what we would like to be and are not. We all have ideals wine i 
we seek to realize. Our values and ideals show the direction ... 
which we strongly desire to grow and develop Our mental health 
is a realization of our ideals and values in varying degrees. 


Mental health is most easily understood when we compare it 
with physical health. We ali recognize that we are physically 
healthy when all parts and organs of the body are func¬ 
tioning well and in complete harmony with one another and we 
are free from aches, pains o. other signs of physical disturbance. 
Similarly we are mentally healthy when our personality is function¬ 
ing well, when all our powers and abilities, needs and urges with 
which we are born, and all the functions and urges which we 
acquire in the course of our experience find expression and ful¬ 
filment in harmony with one another, and when we are free from 
persistent emotional distuibances. We are born with certain needs, 
for example, the need for food, shelter and sex, for fighting an 
enemy, fearing a danger and protecting our children. As we grow 
up we acquire more needs like those of security, affection, 
superiority, mastery and self-expression. Personality becomes richer 
and fuller, and living is healthier and happier if all these needs 
and functions are expressed and fulfilled in a very harmonious 
and co-ordinated manner. This harmony and co-ordination of 
needs and functions is <made easier to achieve if thev are directed 
toward a common aim or end of the personality as a whole. 
Thus ideals, aims and purposes are very essential for mental health. 

Obviously some goals and purposes are more capable of direct¬ 
ing and developing our powers and talents, of fulfilling our needs 
and wishes. Renunciation of life and its accessories is one goal 
which does not use all our capacities and wishes, and is, there¬ 
fore, not conducive to mental health. Rather such goals one-sided 
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and uncommon may produce neurotic troubles. When we seek 
the nature of right goals we must keep in view not only the indivi¬ 
dual good and happiness but also the social good and social welfare. 

Such a view of mental health is dynamic. It does not empha¬ 
size any mental state of health but mental functioning toward the 
realization of goals in harmony with individual good and happiness 
and social welfare. Such a definition of mental health may 
lead to differences in actual practice consistent with the needs and 
interests of the individual and the demands of the community in 
which he lives. The principles of mental health are the same for 
all but differ in their working with each person. 

Let us have a picture of the person in mental health. Such a 
person responds to the needs and problems of life without strain, his 
dreams and ambitions are such as can be realized in practical life. 
He has a shrewd understanding of what he can achieve aiid what is 
beyond his abilities, he accepts his limitations while he does not 
give up striving to do better. He renders help to others as readily 
as he accepts help from others. When he fails lie does not give 
up in despair but tries to readjust himself for a better and strongei 
effort, and when he succeeds he does not lose his head. He is 
inclined to make friends as also to give fight to those who injure 
him. He can be relied upon, there is some consistency in his 
life and behaviour and he is true to himself. He does not make 
excessive demands on his friends, and his opinions, beliefs and 
ideals are a source of strength to him. 

Mental health and adjustment 

We usually speak of a mentally healthy person as well- 
adjusted to his environment,to his friends and to himself. Opposed 
to adjustment is maladjustment. When a person is well-adjusted 
it does not mean that he has no worries or anxiety. Good adjust¬ 
ment means that he is able to solve his problems and difficulties, 
he knows what he wants, whether he can get it or not and how 
he should set about getting it, that he faces his problems realisti¬ 
cally, and that he is able to handle his emotional conflicts satis¬ 
factorily. Adjustment does not mean that the person moulds 
himself according to the nature of the situations in which he is 
placed but that he changes his environment as well as himself 
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to bring about harmony between the two factors of life. His 
world and life may arouse in him diverse emotions like fear, 
anger, grief, joy, hope, and disappointment, he may be assailed by 
worry and anxiety, he may have had frustrations and may be forced 
to feel stupid, but he gets over such feelings and does not let them 
overpower him. People around him may have different thoughts 
and beliefs but he puts up with such differences. 

He also adjusts himself to his inner life of thoughts and feel¬ 
ings, desires and motives, goals and purposes. He practises self¬ 
acceptance. Self-acceptance does not mean that he should take 
himself for granted but the recognition of faults and limitations 
so that he lives in peace with himself. That is why it is stressed 
that self-acceptance should be based on self-understanding. Many 
people in their study of human behaviour get so morbidly interested 
in their own thoughts and feelings that they develop a feeling of 
inferiority, but a close study of numerous people around him will 
reveal that untold numbers of people are living and working 
effectively in life and have the same or similar common faults 
and weaknesses. 

Abnormal maladjusted people are at war with their environ¬ 
ment, they do not get along well with their companions, and they 
are always fearing threats or hostility from them. Their ambitions 
and aspirations are too high and consequently they are too easily 
frustrated, worry and anxiety become their life companions, and 
they can escape from this prison house which they have made for 
themselves only by denying reality and taking shelter in self- 
deception or alcohol. 

Preventive measures 

After studying how personality develops and to what stresses 
and strains it is subjected we have to consider what preventive 
measures should be taken to ensure mental health. There are 
always external and internal problems and the individual is called 
upon to tackle them to the best of his resources. He has to 
gratify his biological needs and also to satisfy his needs for security, 
self-esteem and self-actualization. For the satisfaction of these 
needs he must be placed in a favourable environment with regard 
to his social group, occupation, physical health, beliefs and ideals. 


( 380 ) 


Satisfactory adjustments in tliese as in life and work will 
ensure sound mental health. What must be done to ensure such 
satisfactory adjustments? 

Biologically two important measures emerge. In the first 
pla<e efforts should be made to ensure for every child good 
heredity. Every child has a right to be well-born which means 
not onl\ excellent parenatal care, normal safe birth and good 
fetal development through nourishing food and helpful care but 
also preventing sub-normal parents to breed through steriliza¬ 
tion, birth-control, marriage-control and other eugenic measures. 
Controlled breeding alone can errsure for the coming genera¬ 
tion sound heredity. In our country even good obstetric practice 
ii not available to a vast majority of future mothers and all 
over the countryside very crude and primitive methods a.e being 
followed by untrained nurses. In such a situation controlled 

birth and the like are a far cry. 

Secondly maximum physical health and vigour should be 
ensured for each child. This will increase his resistance to disease 
and later to strains of life. Health and vigour spells hope and zest 
and liquidates anxiety and worry, frustrations and failures. Any 
programme of general health measures for young people will 
ensure the detection and treatment of any organic defects and 
diseases. If this is done early a good many children will be 
saved and protected from mental disorders. But even this is far 
beyond the reach of a large number of children in our country. 
Medical facilities are poor in quality where they are available 
and altogether absent in rural areas. When routine check-up is 
not possible detailed medical examination for every child is out 

of the question. 

Psychologically the preventive measures should be mainly con¬ 
cerned with building up a sound, adequate and well-adjusted per¬ 
sonality. If voung people develop a balanced and well-integrated 
personality they will stand the strain of fears and anxieties, 
frustrations and failures with equanimity and courage It ia> 
already been stressed that early years are very crucia fo. per¬ 
sonality development and shocks and conflicts received early 
years influence the attitude of an individual throughout Ins life 
Therefore, childhood is a very crucial stage in the development of 



an individual and every care should be taken to equip children 
with attitudes and habits which will help to withstand pressures 
and challenges from their environment. They are sure to meet 
many difficulties in the satisfaction of their physiological and 
psychological needs but if they have health and efficiency, if they 
have been taught to take difficulties in their stride and if they 
consider failure and defeat as an occasion for renewed effort 
they will be able to make happier, healthier and more efficient 
adjustments. If in spite of training they develop pathological 
trends provision should be made for the detection and treatment 
of such trends and adjustment difficulties. In the western coun¬ 
tries ser\ ices of clinical psychologists and psychiatrists aie readily 
available for children in and outside the school but in our coun¬ 
try psychological service even for general population is not yet 
appreciated. 

Sociologically the problems of maladjustments centre round 
marriage and occupation. Unhappy marriages are common enough 
and in a country like ours where marriages for a vast majority of 
young persons are arranged by parents or where marriages are 
commercial bargains adjustments between husbands and wives ate 
seldom happy and the two generally accept each other as an 
inevitable factor in their lives. There is no training for marriage, 
no opportunity fot young people to know each other before getting 
married and marital happiness is sacrificed at the altar of dowry 
and conceit. 

In occupations only a small minority select jobs and acquire 
specialized tiaining for them. For a majority of people it is the 
job that selects them and they get in whatever job is handy. The 
proportion of misfits who arc unhappy and ineffective in their 
occupation must be very large. Large scale measures for coun¬ 
selling and vocational guidance and selection are not taken. For 
good mental health such sociological measures regarding marriage 
and occupation have to be taken to prevent these two factors from 
affecting the mental health of people. 

Since preventive measures are best taken in childhood we shall 
discuss the role of the home and the school in mental hygiene and 
the measures which should be taken by parents and teachers to 
build sound mental health. 
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Mental hygiene in the home 

The home is the cradle of the child and his future destiny 
has been described in song and story as the handiwork of his 
mother. The early formative years of childhood are spent in 
the home in the company of brothers and Sisters and under the 
affectionate care of parents. Their affection and kindness give 
him feelings of security as nothing else does. The baby clings to 
his mother when in pain and is soothed by her caresses. Children 
who are deprived of this care and affection in early life by the 
death of one or both parents have been reported to be feeling 
insecure all their lives. Parental attitude to the child also makes 
a difference to the personality of the child. Let us study the 
effects of these two aspects of family relations on the child. 


Parents' attitude to children may be of any of the four types : 
rejection, domination, anxiety and over-concern, and excessive 
display of love. Often these attitudes are mixed with one of them 
predominating over others. Rejection may be very subtle as when 
parents dislike all that the child says or does and criticize him. 
Domination may be all-pervasive as parents do not let the child do 
anything bv himself and he has to seek the permission of parents 
whenever he does anything different from the routine. Anxiety and 
concern are usually shown in feelings of alarm as to what might 
have happened to the child in any situation. And excessive affec¬ 
tion is displayed by fondling small infants and meeting every 
passing fancy they have, offering love as a reward for obedience 
and threatening to deny love as a punishment. 


Parents may reject their children in two main ways, they may 
neglect a child bv not speaking, listening and attending to him 
and they may show complete lack of any show of affection for him. 
The mother may not pick up the infant and let him cry, s c may 
not feed him in time and she may not care to wash and clean 
him. Such treatment is bound to give him the feeling that the 
world is hostile. When he grows up he may be made to feel that 
he is not wanted and is not worth much. Such childien grow 
aggressive, lack affection and withdraw from society. They are 
ready to fight for trifles, feel jealous, wish to gain extra attention 
and affection from others. Or they may lack emotional warmth. 
Such trends in personality are very difficult to correct. 
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Parents may be too dominant and impose a very strict disci¬ 
pline in the home regulating the life of young people very strictly. 
Some of them may be over-ambitious for their children and wish 
them to achieve what they missed. Then they expect strict obedi¬ 
ence and punish children for even very small departure from what 
parents expect. This compulsiveness may be done with moderate 
methods or harshly and cruelly. Such home treatment breeds 
passive, timid and self-conscious personalities who are always too 
anxious to please everybody and may kill confidence, courage 
and initiative. A good many children brought up in this atmos¬ 
phere may avoid parents to escape their domination. 

Some parents are continually expressing their lore and devotion 
to their children by embracing and kissing them, by using endearing 
words or by giving presents frequently. Such children may 
grow self-centred, they attach too much importance to their own 
happiness and comfort, and begin to expect everybody to pander to 
their needs. Too much kissing and embracing may produce sensual 
stimulation. Or the child may resent this over-protection and 
excessive display of affection. Many parents who display exces¬ 
sive affection generally expect gratitude from children and make 
undue demands on them. They may also be expressing disappoint¬ 
ment and disapproval too often. These attitudes may be mixed 
and some new pattern of behaviour may result, but the elementary 
traits are the same. 

Some parents arc continually expressing concern and anxiety 
for the welfare and happiness of their children. They express 
alarm over a slight coughing and crying on the part of infants, over 
their elimination and possibilities of their illness. Many mothers 
are very nervous about their children and try to protect them from 
all sorts of imaginary dangers. This over-protection may pro¬ 
long infantile behaviour in children and make them self-centred 

e an exaggerated sense of self-esteem. 
Such children mature late and some of them continue to depend 
on their parents long after they reach maturity. They may 
become too submissive and dependent on others. 

Sane and sound upbringing in the home will treat every child 
in an objective manner, giving him all help and sympathy, love and 
affection, but respecting him as an individual who may have his 
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own ways of doing things and allowing him to do things in his own 
manner so that he may develop his judgment and self-confidence, 
take initiative in doing his things by himself. No child, as no 
human being, is perfect, and parents should not magnify the faults 
and weaknesses of children nor make fun of them. 1 hey should be 
encouraged and helped to overcome or reduce them. The child is 
helpless and immature and needs the guiding and helping hand of 
his parents but it should not be forgotten that ultimately he has to 
stand on his own two feet and the guidance and training he receives 
at home should always keep this objective in view. Children will 
have difficulties and problems and parents should give encourage¬ 
ment and help in solving them. They should neither try to solve 
them for the child nor rebuke him for not solving them as well as 

they themselves can. 


Again parents, at least for the sake of their children, should 
maintain very cordial relations between themselves. Quarrelling 
separation of parents or divorce makes the child feel threatened 
and insecure. Parents are a very important part of childrens 
environment and when he loses either of them he blames the 
other and resents his or her presence and behaviour. It one 
parent is absent or dies the child gets too much attached to 
the other. If the father dies, and the.e is nobody to support 
the family, the child by comparing his lot with other children 
may develop feelings of inferiority and inadequacy. 


Often the place of the child in the family makes a difference 
to Ins personality. The eldest child, the only child, the only 
son in a familv of daughters and the only daughter in a family 
of sons, get too much attention and are generally pampered. 
Such a child is domineering, selfish and weak in character. He 
s|,ev to l>c the centre of attention all the time and is deeply hint 
,,o„ by very slight neglect or by imaginary neglects. Such 
children will derive great benefit from the kindergarten, from 
free association with child.cn of their age. Free group play is 
of great benefit to them. 


\VI 

even 


If there are a number of brothers and sisters, 
jealousies and rivalries may bo strong, and young 
develop st.ong hatreds and loves with consequent 


favoui itisin, 
people may 
feelings of 
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guilt and revenge. Such children may lose self-confidence, may 
suffer in self-esteem and develop a feeling of i ejection. 

Therefore for good mental health it is very eaten ia tha 
the family relationships should be built on sound knowledge of 
child psychology, parental attention and interest should be e\enl> 
distributed among children, and the individuality of eve.y child 
should lie respected so tliat nobody is harshly treated and nobody 
is undulv favoured. Healthy mutual relations based on co-operation 
and good-will and consideration for others will prevent sharp cornets 

in personality make-up. 


A Imtal hygiene in tin school 

In progressive schools psychologists are appointed to give 
guidance to students with regard to their personal, educational 
and -social problems. Personal problems ate related to difficulties 
of working with classmates and teachers, of pocket-money and 
domestic worries. Educational problems arise out of difficulties 
with studies, examinations, choice of subjects or handicaps in 
expression. And social problems arise in connection with adjust¬ 
ments to friends in games and sports and in extra-curricular activi¬ 
ties. Often the school organization is such that young people arc 
neglected, for example, when the number of students on the roll is 
too large and nobody cares for anybody. Or the school administra¬ 
tion is so autocratic and strict that young people have nothing to do 
hut to obey and carry out the orders of the teacher and the 
headmaster. Or the school is run on very careless lines without 
any method or system, and the psychological needs of young 
people arc neglected. The school i$ not a place where young 
people enjoy learning, gaining knowledge and organizing social 
and cultural programmes, but a place where they have only to 
mark time with indifferent and inefficient teachers. 

The teacher is a vital part of the child’s environment and with 
parents shares the role of making the destiny of the child. If he 
does his work with enthusiasm, earnestness and zest he will very 
easily transfer that feeling to his pupils. If instead of teaching 
mechanically lifeless facts from musty books he follows dynamic 
methods, makes learning a process of discovery and adventure 
and takes deep interest in the welfare and progress of his pupils 
young people will develop healthy intellectual interests which 


25 


( 386 ) 


they may carry into adult life. Usually teachers in Indian schools 
stress competition in studies and games and young people learn to 
work only for themselves. If he also encourages teamwork and 
group study children will learn valuable lessons in cooperation 
and group participation. 

Some teachers bully anil make fun of their pupils. 1 his is 
very harmful to personality development. It may give a child 
feelings of inferiority or breed in him a resentment against the 
school and the teacher. 

Gifted children are often made to sit idle in the class for 
the teacher is aiming to reach the average and mediocre pupils 
of the class, and they feel no interest in this type of teaching. 
They cannot sit still and do mischief. They feel useless and 
curse the teacher. Such children become problem children and 
develop personality difficulties. 

Mental hygiene in the college 

College students also need careful guidance and counselling, 
and with the type of violent indiscipline that prevails in colleges 
and universities today a suitable programme of counselling will 
prove very helpful. Almost anybody who can afford to pay 
fees joins a college in India without any consideration of his 
suitability for higher education. 1 here are students who cannot 
study and concentrate, who cannot make friends with others or 
get along with them, and who join college without any purpose 
or aim. There are students who are afraid of examinations, who 
cannot talk in class and cannot write even a few sentences. There 
are students who shirk work and study, who are always com¬ 
plaining against teachers, principals and university authorities. 
Some students have physical defects, some are in conflict with 
their parents. There may be some who have special problems. 
AH these types need advice from the psychiatrist so that they 
do not develop any personality difficulties. Generally interview 
therapy is given to students with some difficulty or problem. 

Psychiatric social worker 

The field of the psychiatric social worker is related to the 
social adjustments of the patient. To begin with he obtains the 
social history of the patient by interviewing him and his relatives 
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and friends, finds out his home conditions and family back¬ 
ground and then advising him about his difficulties and pro¬ 
blems and explaining them to his family also so that the 
home conditions may be understood by all concerned and 
improved if possible. May be that other members of the family 
also have emotional problems and the social worker in psychiatiy 
tries to set the house in order literally. The patient may have 
occupational difficulties and may not be getting along well with 
his employer or colleagues. Thus his role in preventive measures 
is very significant. But in our country as yet there is no provi¬ 
sion for the training of such psychiatric social workers. The 
number of young women committing suicide just after marriage, 
the number of young men running away from home or com¬ 
mitting suicide after the examination results is not insignificant and 
so is the case with people disappointed in employment, marriage and 
the like and the social worker could be of very gieat help to such 
people. 

Rc-cducation 

We have described in this Ijook the various techniques of 
treatment of mental disorders and illnesses. Their aim is to 
rebuild the personality of the individual so that he may be able 
to adjust to his physical and social environments to the best 
advantage of himself and society. In a broad sense all education 
has that aim. Not only formal education in the school but even 
informal education at home and outside is indirectly and directly 
aiming at the objective. This process is long and complicated, 
it has many pitfalls and there arc many things which young 
people should not have learned as there are many things which 
they learn badly. For some of these defects only a little re¬ 
education is necessary.. Experience and guidance of people around 
»s enough to correct them and the individual himself may think 
over his behaviour and improve uj>on it. But some of them may 
need longer and more skilful treatment as has been described in 
is The aim of all psychotherapy and psychiatry is the re¬ 

education of the individual, a re-adjustment of maladjustments 
of many years standing while medical and surgical treatment 

health T7 e * a ° r gr °' Vth l ,rocesses disturb physical 

health. But just as many people are able to keep good health 


so many people are able to maintain sound mental health without 
any psychotherapy or psychiatry. Our great hope is that educa¬ 
tive processes in the home, the school and society may he so 
improved that the individual is well adjusted to his physical and 
social environment and does not need any psychotherapy. This 
is easier said than done. We are living in a rapidly changing 
world and we do not know what sort of woild the next genera¬ 
tion shall have to live in. Material and social conditions due to 
the impact of science and technology are undergoing rapid and 
radical changes, and education cannot by any stretch of imagina¬ 
tion anticipate them. All this is stressed in modern educational 
thought and practice is that the individual should he so educated 
that he should find his intellect and personality quite adequate to 
meet the challenge of changing conditions in an ever-changing 
world. This will not always be so and, therefore, preventive, 
measures as mental hygiene suggests will have to be organized 
to safeguard the mental health of people. It is for society to 
rise to the occasion and show greater awareness of the need and 
importance of mental hygiene programmes for the masses. The 
return in terms of a community dedicated to the task of building 
a better world inhabited by saner people working for the good of 
all, for peace and prosperity, will increase manifold. 

QUESTIONS 

1. Discuss the need and importance of mental hygiene. 

2. What are the characteristics of a mentally healthy 
person? 

3. Discuss what factors in an Indian home need improve¬ 
ment in the interest of mental health. 

1. What are the common features of our schools which 
cause bad mental health? 

r ). From the point of view of mental hygiene what 

reforms would you like to bring alxnit in Indian 
schools? 

b. What do vou understand bv re-education? Explain 

# 

brieflv the aims and ideals of the mental hygiene 

0 

movement? 
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ABNORMAL PSYCHOLOGY 

GLOSSARY 


Abreaction : Giving expression to pent-up feelings and emotions. 

Abulia : Lack of will power, utter inability to take a decision. 

Acrophobia : Abnormal fear of high places. 

Affect : Used as a noun to denote feelings of pleasure, emotions 
or moods. 

Agoraphobia : Abnormal fear of being left alone in a wide open 
spare. 

Ambivalence : Feeling opposite emotions of love and hate for 
the same person at the same time. 

Arnbivert : Mixed personality type midway between introversion 
and extraversion. 

Amentia : Mental deficiency. 

Amnesia : Disorder of mind in which the patient is unable to 
recall past experiences or even recall who he is. 

Analgesia : Loss of painful feeling, in whole or part. 

Anxiety Hysteria : A type of hysteria put forward by Freud, in 
which hysteria is accompanied by deep fear and anxiety. 

Anxiety State : A psychoneurosis marked by abnormal fear, tension 
and anxiety. 

Apathy: A state of abnormal indifference and lack of feeling for 
any person, object or situation. 

Aphasia: loss of abilitv to understand and use language due to 
some brain injury or disease. 

Atiophy : Wasting or shrinking of any part of the bodv. 

Auto-erotocism : Obtaining sex gratification from one's own Ixidy. 
Love for oneself. 

Catharsis : Setting the mind free from repressed wishes, emotions 
and memories which were unpleasant and embarrassing by 
giving expression to them. It is a term used in psychoanalysis. 

Cl nsot : A term used in psychoanalysis to indicate that a part 
of the F.go prevents unpleasant thoughts and memoiies of 
the unconscious from entering the conscious sphere. 



Claustrophobia : Abnormal fear of closed space. 

Combat Fatigue : The state of exhaustion produced '» P*«; 
exposure to battle conditions, a term used m the becon 

World War. . 

Compensation : Making up for a defect or Aor,co„,ing. Behav,ou r 
which serves to make up for frustration or undesirable trait. 

Compulsion : An impulse to action which one cannot resist even 
though one does not like it such as doing some unreasonable 

action again and again. 

Conflict : A painful mental state in which opposing or contrary 
wishes, thoughts and needs are ranged agarnst each other 
and are pulling the individual in opposite directions. 

Conversion Reaction or Hysteria : Bodily behaviour such as loss 
of pain, paralysis due to mental tension or shocking expen- 

ence. 

Cretin : One suffering from birth mental deficiency and physical 
under-development due to deficiency of thyroid functioning. 

Defence Mechanism : Mode of behaviour or thought adopted to 
save or protect one’s esteem and prestige from feelings of 
guilt or blame. 

Delirium : A disturbed state in which the individual feels restless, 
has illusions and hallucinations, and lacks knowledge of his 
environment. 

Delirium Tremens: Intense state of delirium accompanied by 
shivering, fear. 

Delusions : A false unreasonable belief. 

Dementia: A condition of extreme mental disturbance, or 
degeneration. 

Dipsomania : An abnormal craving for drink. 

Disorientation : Lack of proper understanding of, or adjustment 
to, one’s environment, time, place or person. 

Displacement : Substituting one object for another to express our 


emotions. 


Dissociation : Breaking or splitting up of personality into two 
more parts. 


or 
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Et h alalia : A mental disorder in which the patient repeats what¬ 
ever i> said by another automatically. 

Electro Complex: A complex of thoughts and emotions, which a 
daughter directs toward her father, loving him and hating 
mother. 

Exhibitionism : Extreme self-display of one’s body and obtaining 
sex gratification from it. 

Extrovert : One who directs all his thoughts and feelings to the 
outside world. 

Fetishism : Arousing sex feelings and pleasure th.ough some objects 
like kerchief or glove belonging to the peison one loves. 

Fever Therapy : Treating a person by inducing fev er. Used mostly 
in curing paralysis. 

Free-Association : A technique of psychoanalysis in which the 
patient says everything that comes into his mind and thus 
reveals the contents of his unconscious. 

General Paresis: Mental disorder resulting from progressive brain 
injury due to syphilis. 

Hydrotherapy : Use of water, particularly baths, in the treatment 
of disease. 

Hypnoanalysis : A technique of psychological treatment using 
hypnotism and psychoanalysis together. 

Hypnosis: A trance state induced by .heightened suggestion. 

Hysteria : A form of psychoneurosis in which bodily ailments result 
from psychological troubles. 

Identification : A mental mechanism in which an individual with¬ 
out l>eing aware assumes the role of some other persons t<> 
get over his frustrations. 

Idiots Savants : Mentally defective persons possessing some special 
talent. 

Inferiority Complex or Feeling : Feelings that one is inadequate 
and not accepted by others. 

Introvert : A type of person inclined more to think ol his inner 
life and to seek solitude. 

Kleptomania : Strong irresistible impulse to steal. 
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Libido : Sex drive, life foice expres>ed in alt flinns ol love. 

Mmachism : A form of sex disorder in which the person obtains 
sex gratification from being beaten m given some form of 
bodily torture. 

Mental Deficiency : Mental weakness present from birth in which 
intelligence is below normal, and very weak. 

Mental Hygiene : A movement whose objective is the prevention 
and treatment of mental illness, and the development of 
wholesome, effective and well-adjusted personality. 

Mctrazol Therapy : A form of treating mental disorders by inject¬ 
ing metrazol and thus bringing alxrnt convulsions. A type 
of shock treatment. 

Narcistn : Abnormal self-love which according to I-'reud is a neces¬ 
sary stage in sex development. 

Negativism : Contrary behaviour, doing the opposite of what one 
is told. 

Neologism : Coining new words which have no meaning. 

Nervous Breakdown : An unscientific but popular term to denote 
any type of maladjustment or illness. 

Neurosis: Same as psychoneurosis. 

Nyctophobia : Abnormal fear of the dark. 

Obsession : An unwanted idea persisting in mind. 

Oedipus Complex : Freud believed that at one stage lx>ys liave 
sex desire for their mothers and this complex denotes such 
a fixation in which boys hate their father and love their 
mother. 

Orientation : Adjustment to time, place, persons in the environ¬ 
ment. > 

Paranoia : Mental illness marked by delusions of persecution and 
greatness. 

Paranoid : One suffering from paranuia. 

Pathological: Related to some disease, disorder or abnormality 

Personality : All that a person is psychologically, his interests, 
intelligence, habits, attitudes, likes and dislikes. 

Perversion : An abnormality, a maladjustment, specially of sex 
behaviour. 


Phobia : Violent fear, which persists and cannot be controlled. 

Prognosis : Predicting the course and duration of a disorder or 
disease. 

Projection : Attributing one’s own thoughts, wishes, inhibitions, 
and faults to other persons or objects in the environment. 

Psychasthenia : It is a general term for obsessive-compulsive re¬ 
actions and phobias, but it is no longer popular. 

Psychiatry : The branch of medicine dealing with the treatment 
of mental illness. A psychiatrist is a doctor specializing in the 
treatment of such diseases. 

Psychoanalysis : A special technique making use of free association 
and dream-analysis to bring out memories, wishes and thoughts 
repressed in childhood. 

Psychogenic : That which has a mental origin. 

Psychoneurosis : A minor disorder or maladjustment marked by 
anxiety, fears, depression and bodily ailments with mental 
causes. It can only be psychologically treated. 

Psychopathic Personality : A general term used to denote an un¬ 
stable individual with anti-social traits and character defects. 

Psychopathology : The science of disorders and disturbances of 
personality. 

Psychosis : A major mental ailment involving serious disturbances 
of thought, emotion and bodily behaviour. It is a serious 
mental disease. 

PsycHosexual: Relating mental, social and physical aspects of sex. 

Psychosomatic : An approach in medicine recognizing the import¬ 
ance of psychological an^ emotional factors in producing 
physical symptoms. 

Psychotherapy : Treatment of mental disorders by psychological 
techniques. 

Pyromania : Persistent impulse to set fire without any gain. 

Rapport : Harmonious relation between the patient and the thera¬ 
pist in which the former has full confidence in the latter. 

Rationalization : Unconscious use of untrue excuses or explana¬ 
tions to sustain one’s ego or to make one appear in good light. 
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Reaction Formation : Checking undesirable traits by developing 
opposite traits. 

Regression : Going back to childish behaviour when coping with 
frustrations and disagreeable situations. 

Repression : Unconsciously keeping thoughts, memories of feelings 
out of the consciousness. 

Resistance : Unwillingness or failure on the part of the patient to 
recall or communicate his close personal experiences to the 

therapist. 

Sadism : A sex pei^ersion in which the individual obtains sex 
excitement and pleasure by inflicting pain on others. 

Schizophrenia : Functional psychosis marked by deep apathy, delu¬ 
sions, hallucinations, mannerisms, etc. 

Senile Dementia : Mental disorder of old age marked by brain 
atrophy, loss of memory and increasing mental degeneration. 

Shell Shock : Psychoneuroses brought about by exposure to battle 
conditions. 

Somnambulism : Sleep-walking. 

Sublimation : Redirecting frustrated sex desire or aggressiveness 
into higher channels. 

Syndrome : A group of symptoms. 

Therapy : Treatment. 

Tic : A twitch or jerky movement occurring again and again. 

Transference : In psychoanalysis establishment of emotional rela¬ 
tions between the patient and the therapist. 

Trauma : Injury or shock. 

Traumatic Psychosis : Mental disease due to bodily injury or shock. 

War Neurosis: Psychoneurosis among army personnel caused by 
war conditions. 
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